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ABSTRACT 

The purpose of the Substance Abuse and Mental Health Services 
Administration's Center for Substance Abuse Treatment's (CSAT's) Cannabis 
Youth Treatment (CYT) Project Cooperative Agreement was to test the relative 
effectiveness and cost-effectiveness of a variety of interventions designed 
to eliminate marijuana use and associated problems in adolescents and to 
provide validated models of these interventions to the treatment field. The 
target population was adolescents with cannabis use disorders of abuse or 
dependence, as defined by the American Psychiatric Association (1994), who 
were assessed as appropriate for treatment in outpatient settings. This 
manual guides therapists and their supervisors in using the multidimensional 
family therapy intervention with adolescents and their caregivers. 
Multidimensional family therapy is the multisystemic family-focused treatment 
described in this manual for experienced family therapists that includes 12 
weeks of ih-clinic and telephone sessions working with individual adolescents 
and their families. MDFT targets the psychosocial functioning of individual 
family members, the family members* relationships, and influential social 
systems outside the family. The approach strives for consistency and a 
coherent and logical connection among its theory, principles of intervention, 
and intervention strategies and methods. The intervention methods derive from 
target population characteristics, and they are guided by research-based 
knowledge about dysfunctional and normal adolescent and family development. 
Interventions work within the multiple ecologies of adolescent development, 
and they target the processes known to produce and/or maintain drug taking 
and related problem behaviors. Appendixes include key terms and 



Reproductions supplied by EDRS are the best that can be made 
from the original document 



abbreviations, administrative issues in implementing MDFT, a summary of the 
MDFT research program, and a detailed account of the CYT study. (Contains 265 
references.) (GCP) 




Reproductions supplied by EDRS are the best that can be made 
from the original document. 



3032484 



Multidimensional Family Therapy 
For Adolescent Cannabis Users 





Cannabis ^uth Treatment Series 



U.S. DEPARTMENT OF EDUCATION 
Office of Educational Research and Improvement 

EDUCATIONAL RESOURCES INFORMATION 
CENTER (ERIC) 

□ This document has been reproduced as 
received from the person or organization 
originating it. 

□ Minor changes have been made to 
improve reproduction quality. 



Volume 5 



Points of view or opinions stated in this 
document do not necessarily represent 
official OERI position or policy. 




U.S. DEPARTMENT OF HEALTH AM) HUMAN SERVICES 
Substance Abuse and Mental Health Services Administration 
Center for Substance Abuse Treatment 
www.samhsa.gov 

2 



BIST COPY AVAIL4BLE 



IVIlLultidll meiiisioiial P aimiy i iierapy 
i Adolescenit CaiinalDis Users 



for 



Howard A. Liddle, Ed.D. 



CTI 



Caimatis Yoiidi Treaimieiiil; Series 



V, 



olniB.inie O 



U.S. DEPARTMENT OF HEALTH AND HIMAN SER\aCES 
Substance Abuse and Mental Tiejdth Seiviees Admimstration 
Center for Substance Abuse Treatment 
Rockwall II, 5600 Fishers Lane 
Roclvxille. MD 20S57 



ERIC 



j Acknowledgments 

i Numerous peoj>le contributed to this docuinentj which is part of the Cannabis 
! Y'outh Treatment (CYT) Project Cooperative Agreement. The document was wiltten 
I by Howard A. Liddle, Ed.D. (University of Miami Seliool of Medieine). The 

Children’s Hospital of Philadelphia (CHOP) staff. University of Miami Center for 
Treatment Research in Adolescent Drug Abuse staff, and the Steering Committee 
(Thomas Babor, Michael Dennis, Guy Diamond, Jean Donaldson, Jim Herrell, Susan 
H. God ley, Frank Tims, Charles Webb, and William White) provided valuable guidance 
and support on this document. Significant contributions to the MDhT appioach 
have been made by Dana Becker, Gayle Dakof, Gaiy Diamond, Guy Diamond, Aaron 
Hogue, Tanya Quille, and Cindy Rowe. 

j 

I Disclaimer 

j This report was developed with support from the Center for Substance Abuse 
Treatment (CSAT) to CHOP through Grant No. TI11323. The report was produced 
by Johnson, Bassin & Shaw, Ine., under Contract No. 270-99-7072 with the 
I Substance Abuse and Mental Health Services Administration (SAM USA), U.S. 

Department of Health and Human Services (DHHS), Karl D. White, Ed.D., sened as 
the CSAT Knowledge Application Fh'ogram (KAP) Project Officer; Jean Donaldson, 
M.A., as CSAT CYT Project Officer. The content of this publication does not 
necessarily reflect the views or policies <jf CSAT, SAM USA, or DHHS. 

Public Domnin Notice 

Al] material appearing in this report is in the public domain and may be reproduced 
or copied without permission from SAMHSA or CSAT. Citation of the source is 
appreciated. However, this publication may be reproduced or distributed for a 
fee without the specific, written authorization of the Office of Communications, 
SAMHSA, DHHS. 

Electronic Access and Copies of Publication 

This publication can be accessed electronically through the following Internet 
World Wide Web connection: w\w.samhsa.gov/. For additional copies of this document, 
please call S^VMHSA’s National Cleaiinghouse for Alcohol and Drug Information at 
800-729-6686 or 800-487-4889 (TDD). 

Recommended Citation 

Liddle, 11. A. MiiltidimensioTuil Family Therapy for Aclolescent Carinabis Users, 
CAmnabis Vauth Treatment Series, Volume ,5. DHHS Pub. No. 02-3660 Rockville, MD: 
Center for Substance Abuse Treatment, Substance Abuse and Mental Health 
Seniees Administration, 2002. . 

I Originating Office 

Office of Evaluation, Scientific Analysis and Synthesis, Center for Substance Abuse 
Treatment, Substance Abuse and Mental Health Sendees Administration, 5600 
Fishers Lane, Rockville, MD 20857. 

DHHS Publication No. (SMA) 02-3660 
Printed 2002 

Cover images ©2000 Digital Stock. 




\ 

\ 

i 

I 

I 



I 

I 

\ 

I 




I 

I 

I 

I 

I 

I 

I 



4 



I Talul € of Coaifejtits 

I 

j 1. Background on the C\T Cooperative Agreement 1 

j Goals and Objectives 1 

i Oven-lew of the Study 1 

i Expected Products 2 

I 

I 

j 

i II. MDFr Approach to Cannabis Treatment 3 

j Evolution of the MDFT Protocol 3 

i Oveniew of the Treatment Model Inteivention 4 

I Dinieiisions of Multidimensional Family Therapy 5 

i Outcome .5 

( Process 5 

j Development 6 

j Problem Behaviors 6 

I Ecology 6 

j Psychotherapy 6 

j Family Therapy 6 

I Treatment Parameters 7 

j Defining the Clinical Model in the CSAT-CYT Miiltisite Project . . .7 

j General Theoretical Assumptions and Approach 7 

j Theor>'' of Dysfunction ' 7 

! Risk factors 8 

I 

i Protective factors 9 

j Adolescent development 9 

j Theory of Change 11 

i Principles of Multidimensional Family Therapy 14 

I Basic Requirements for Clinics Offering MDIT 16 

j Treatment Locale .16 

Treatment Duration and Intensity 17 

Nature of Clinical Contact .* 17 

Staffing Requirements 17 

Clinical Supen-ision Requirements 18 

Oveniew: The Three Stages of the MDFP Treatment Program . . .18 

Stage One: Build the Foundation 18 

Stage Two: Prompt Action and Change by Working the 

Themes 23 

Stage Three: Seal the Changes and Exit 27 

Modules Are Inteiwention Targets 28 

I \\diole and Part Thinking 29 

j iVIultiple Domains of Simultaneous Intenx3iition 29 

I Intenentions With an Adolescent 30 

I Inteiwentions With Parents and Other Family Members 31 

» In ten-entions with parents 31 

j In ten-entions with other family members 31 

I Inteiventions To Change the Parent-Adolescent Interaction .32 

I Inteiventions With Systems External to the Family 33 

I Therapeutic Case Management .33 



ERIC 



5 




Multidimensional Family Therapy for Adolescent Cannabis Users 



% 

j III. MDFF Sessions: Operational Features of the Approach 39 

j The Three Stages of Treatnient: An Indepth View 39 

I Stage One: Build the Foundation 39 

j Engaging the adolescent ; .39 

j Engaging parents 43 

j Stage Two: Work the Themes 45 

I Key themes 45 

i Therapist guidelines in working the themes 45 

j Dealing with the past in a present-centered therapy 46 

j Stage Three: Seal the Changes and Exit 47 

I ’ 

i 

I N. Goals, Rationale, and Procedures of MDFT Intenentions 49 

j Key Concepts of MDFT Inten’entions 49 

j Multidiinensionality 49 

j Redefining Sessions 50 

I Multiple Therapeutic Alliances 50 

I Linking 50 

! Continuity 51 

j Wliole-Part (Ilolon) Thinking 51 

i Doing Wdiat It Takes ; 51 

i “Pm-ental Hell” 51 

j World ng All Four Corners 52 

I WTiat You Don’t Know GW Hurt You 52 

j Organizing According to Modules and Stages 53 

j Goals and Themes Emerge From the Interaction of the 

I Generic and the Idiosyncratic 53 

j Culturally Sensitive Treatment 54 

I The Adolescent Subs>^tem Module 54 

Adolescent Engagement Interventions 62 

Case Example: There Is Something in This for You 65 

Clinical Guidelines: Dealing With Drugs in MDIT 70 

MDin^, Ih‘ug Abuse, and Standard Family Therapy Practice . . .70 

MDFF, Drug Al.)use, and a Chemical Dependency Model 71 

How To Deal With Dnig Use and Abuse 72 

In-Session Interventions Pertaining to Drug Use 73 

Practical Guidelines for the Use of Urinab^is in MDFF 77 

Use of 12-Step Fellowships in MDFF . . . *. 84 

Case Example: Dealing With Drug Use Directly in Session . . .86 

! iVIDin^ W^th Adolescent Girls . . .92 

j Cultural Theme Intenentions 93 

j Risky Sexual Behavior Intenentions .97 

j Multimedia Interventions 99 

I Spirituality 101 

j Psychiatric Consultation and r*syehotro]:)ic 

I Medication Mmiageinent 101 

I The Parents and Other Family Members Subsystem Module . . . .105 

j Parenting Relationship Intenentions 107 

I I^irenting Styles and Practices Intenentions 110 

j Intenentions With Other Family Members Ill 

j The Family Interaetion Module 112 

I Case Example: I Want My Daughter Back 114 



Table of Contents 



j Therapist Improvisation: Shifting Domains of Operation . . .114 

I Intentional and Unintentional Shifts in a Session 116 

j Case Example: Building a Relationship Bridge 119 

I Extra famil i a 1 Mod ule 128 

I Inteiventions in Relation to the Peer Network: 

I The Ecoinap Method 130 

j Inters'entions To Improve Sehool Behavior and Aeadeniie 

j and Voeational Funetioning 136 

; Inten^ention Guidelines To Improve Sehool Behavior and 

i Aeademie and Voeational Funetioning of Drug-Involved 

! Youth 142 

I Deeision making 144 

! Collaborating With the Juvenile Justiee System: 

} Probation dffieers 146 

I The interaetion and interdependenee of MDFT and 

i the Juvenile justiee system 148 

I A eollaborative, purposeful, youth-oriented allianee . . . .148 

j Additional Collaborations With the Juvenile Justiee System: 

I The Important Subsystem of the Juvenile Court Judges . . .149 

j Repereussions of Laek of Involvement in Extra familial 

I Subsystems 152 

j 

! Y Worldng the Model: The Interdependenee of Emotions and 

I Cognitions in MDFT 155 

j Negative Emotions and Problem Behaviors 155 

Emotions and Problem Solving 156 

Emotions and Dysfunctional Family Patterns 156 

Case Example: Escalating Negative Emotion 157 

Segment Introduction 157 

Segment One (Baseline): Negative Emotion in Action .... .158 

Segment Two: Focus and Framing 159 

Segment Three: Emotions Inform Theme Development . . . .161 
Segment Four: Working an Emotion-Related Theme and the 

Interrelationship of Empathy and Constructivism 163 

Segment Five: Using an Out-of-Session Crisis To Work a Core 

Interpersonal Theme 164 

Segment Six: In-Session Outcome 169 

VI. Procedural Steps: Implementing MDIH^ — Facilitating Key 

Therapeutic Processes ]. 73 

Estal>lishing Priorities and Making Decisions J 73 

Therapeutic Alliance 173 

Linking as a Mechanism of Change 174 

Use of Self by the Therapist 174 

Incremental Change 174 

Therapist Improvisation: vShifting Domains of Operation 174 

Finding the Middle Ground 175 

\TI. Guidelines for Subsystem Sessions 177 

Guidelines for Seeing Parents or an Adolescent Alone 177 

Guidelines for Seeuig Parents and an Adolescent Together . . . .179 






7 



Multidimensional Family Therapy for Adolescent Cannabis Users 



o 

ERIC 






j \^II. Appendixes 



I 

1 

I 

1 

I 

I 

) 

j 

( 

! 

I 

i 

! 

} 



I 



I 

\ 

I 



i 

I 

i 

I 

t 

! 

I 



! 

1 

I 

I 

I 



Appendix A. Key Terms and Abbreviations 181 

Organizing Terms 181 

Tlieoiy-Related Terms 182 

Clinieally Related Terms 183 

Appendix B. Administrative Issues in Implementing 

MDFT in C\T ! 187 

Treatment 187 

Therapist Training, Supenision, and Protoeol 

Monitoring 187 

Roles of elinieal eoordinator and supenisor 187 

Supenlsion goals 1 87 • 

Supenision sehedule 187 

Gross-site standardization 187 

Therapist training 188 

Quality Assuranee of Treatment 188 

Certifieation . .188 

Treatment adherence 189 

Wr i 1 1 en d oe u me n t at io n 189 

Chart review 189 

Project Clinical Meetings 190 

Common Treatment Issues 190 

Missed sessions 190 

Lateness 190 

Participants showing up high 190 

Threat of harm to oneself or others 190 

Participants receiving collateral senlees 191 

Abstinence 191 

Dropped eases 191 

Confidentiality .191 

Data Storage and Staff Access 191 

Audiotape and Videotape Storage and Access 192 

Participant ID Numbers 192 

Crisis Procedures 192 

Assessing Suieidality and Threat of Harm to Others 192 

If the participant commits to safety 193 

If the participant does not commit to safety • • • • -193 

If a patient refuses inpatient admission 193 

Phone Crisis 193 

If the participant commits to safety 193 

If the participant does not commit to safety 193 

If there is a threat of violence 194 

If the partieipmit has contraband (e.g., W'capons 

and drugs) 194 

Deciding on a Higher Level of Care 194 



Appendix C. Videotape Anah^is Outline/Format 195 

Activity Defined 195 

Goals of the Activity , 195 



! 

! 

I 

I 

I 

I 



8 



Table of Contents 



— I I I III I I I 

j Appendix D. Sumniaiy of the MDl^F Researeh Program 197 

I Randomized, Controlled Truils and Studies of M1>1?T 199 

I Summary 200 

I Appendix E. Clinical Management of a Multisite Field Trial of Five 
I Outpatient Treatments for Adolescent Substance Abuse 207 

i IX. References 227 






9 



1 

} 

I 

I 

i 

1 



i 

i 

I 

I 

I 

I 

I 

I 

j 

I 

I 



I 



j 

i 

I 

I 



i 

I 

I 

I 

I 

I 

I 

f 



I 



} 

I 

\ 



L IBackgroumd 



:groum€L on me 



CYT 



Agreement 



Goals arid Objectives 

The purpose of the Substance Abuse and iVlental Health Sendees 
Administration’s (SAMHSA’s) Center for Substance Abuse Treatinent’s 
(GSAT’s) Gaiinal:)is Youth Treatment (C\T) Project Gooperati^c Aj^reenient was 
to test the relative effectiveness and eost-effectiveness of a variety of intenen- 
tions designed to eliminate marijuana use and associated problems in adoles- 
cents and to provide validated models of these inteiventions to the treatment 
field. The tfU'get population was adolescents with cannabis use disorders of 
abuse or dependence, as defined by the American Pswhiatric Association 
(1994), who were assessed as appropriate for treatment in outpatient 
settings. 



Overview of the Study 

The study was condiieted in collaboration with staff from Chestnut Health 
Systems (GHS-MG) in Bloomington and Madison County, Illinois; University 
of Connecticut Health Center (UCHG) in Farmington, Connecticut; 
Operation Parental Awareness and Responsibility (1-^Ml) in St. Petersburg, 
Florida; and Children’s Hospital of Philadelphia (CHOP). It involved five 
manual-based, expert-supported treatment conditions: 



• Motivational Enhancement Therapy/Cognitive Behavioral 
Therapy (MET/CBT5) — This is a five-session treatment composed 
of two individual sessions of motivational enlianeement therapy 
and three group sessions of cognitive behavioral therapy. The MET 
sessions focus on factors that motivate clients to change. In the 
GBT sessions, clients learn skills to cope with problems and meet 
needs in ways that do not involve marijuana or alcohol. 



• MET/CBT5 + GBT7 — ^This treatment is composed of the complete 
MET/GBT5 treatment eonibined with seven additional group 
sessions of CBT. The primarx^ difference between this and 
MET/GBT treatment is the provision of more CBT sessions over 
a longer (12-week) period. 

• Family Support Nemork (FSN) — The family support network 
treatment includes the MET/GBT5 CBT7 treatment, with the 
provision of additional support for families (home visits, parent 
education meetings, parent support group), aftercare, and ease 
management. 

• Adolescent Community Reinforcement Approach (ACRA) — ^The 
adolescent eommunity reinforeement approach is composed of 12 
individual sessions with an adolescent and/or the adolescent’s 
'‘eoneerned other.” It focuses on teaching alternati\^‘ skills to 
cope with problems and meet needs, with an emphasis on the 
adolescent’s environment. Concerted effort is made to change the 
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environiiieiital contingencies — both positive and negative — 
relrjted to continued substance use. 

• Multidimensional Family Therapy (MDFT) — Multidimensional 
family tlierapy is the niultisystcniie family-focused treatment 
described in this manual for experienced family therapists that 
includes 12 weeks of in-clinie and telephone sessions working 
with individual adolescents and their families, MDIH' targets the 
psychosocial functioning of individual family members, the family 



These trecatnients v^uy by mode. The first three are combinations of individual 
and group approaches, and the last two combine individual and family or 
significant-other treatment approaches. Further, the MET/CBT and AGRiV 
inten'entions are based on behavioral treatment approaches, whereas the 
FSN and MDFP intenentions are based on family treatment approaches. 
Third, they vaiy in terms of resource intensity and cost when the final analyses 
are completed. 

At each site, approximately 150 adolescents were randomly assigned to 
one of three conditions. At IJCHG ajid PAR, they were assigned to the brief 
MET/CBT5 or one of the two other individual/group combinations of 
MET/CBT5 + GBT7 or FSN. At GHS-MG and CHOP, adolescents were 
randomly assigned to the MET/CBT5 treatment or one of the two individual/ 
family appj*oaches of AGRA or MDIT. i\ll conditions were replicated at two 
or more sites and were manual driven with expert work groups supporting 
them. All clients were assessed at intake and at 3, 6, and 9 months. To 
validate clients’ responses, urine tests and collateral assessments were done 
at intake and at 3 and 6 months. 

Expected Products 

The 3-year study began in October 1997. Starting in spring 1998, adolescents 
with marijuana alnise or dependence proldems who were appropriate for 
outpatient treatment were assigned to one of the treatment conditions. 

The recruitment and treatment phase of the study lasted 12 to 15 months. 
Clients were followed up on a flow basis from 9 months Jifter their intake 
through spring 2()()(), and analyses were conducted during the project on 
baseline needs, costs, outcomes, and cost-effectiveness. 

The study has produced a series of research and treatment manuals that 
can be used Iw other providers and evaluators, as well as scientific findings 
on the characteristics of adolescents entering outpatient treatment, the 
effectiveness of the five treatment approaches, and estimates of their costs 
and cost-effectiveness. These materials and findings will be distributed 
through a variety of channels, including professional eonferenees, journal 
articles, annuals, and the project’s Web site (ww’w.ehestnut.org/). 



members’ relationships, and influential social systems outside the 
family. 
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I IL MDFX Approacli to Caimali) is Treatment 

♦ 

I 

i Evolution of the MDF'T Protocol 

j 

j MDFT is a family-based outpatient treatment developed for elinieally 
( referred adoleseents with drug and behaviond problems (Liddle, 1992). 
j The approach strives for consistency and a eoherent and logical eoimection 
I among its theor\\ principles of intenention, and inten'Cntiori strategies 
j and methods. The intenention methods derive from target population 
I characteristics, and they are guided by research-based knowledge about 
I dysfunctional and normal adolescent and family development. Interventions 
j work within the multiple ecologies of adolescent development, and they 
j target the processes known to produce and/or maintain drug taking and 
I related problem behaviors. Similar developmental challenges maybe common 
I to all adoleseents and their families, and these are central assessment and 
j treatment focuses (Liddle & Rowe, 2000). At the same time, eonsideral^le 
j variation may be demonstrated in the expression of these generic develop - 
I mentjd ehallenges. In MDFT, therapists are sensitive to these individual 
j adolescent and family v^ariations. With each ease, therapists seek to 
j understand the unique manifestations of developmental problems. 

I 

i 

{ MDfT is not a narrowly focused treatment protocol. The approach has been 
j operational in different treatment applications. Different versions of this 
j approach have been developed and tested according to several factors, 

I including study population characteristics, the intent of the study at the 
j time, and findings from an ongoing clinical research program on the MDFf 
I model. The MDFF research program to date is summarized elsewhere 
j (Liddle & Hogue, 2001). The approach has varied in elements such as 
treatment length (e.g., in one study, 16 sessions over 5 months; in another, 
a flexible number of sessions from 4 to 25), dosage or intensity (the amount 
of therapist contact per week), intervention locale (in-clinic or a combination 
of in-clinic/home-based locales), inclusion of paiticular therapeutic methods ^ 

(e.g., clinical use of wdthin-treatment drug screens and case management), 
and formats (e.g., using a single therapist or a therapist and therapist's 
assistant (case management assistmit]). This manual details the version 
tested in the CAT study funded by C,SAT from 1997 to 2000. MDIT has 
been used effectively by both experienced family therapists and line clinicians 
with no family therapy experience. Ideally, the person who trains and/or 
supervises the implementation of MDIT should have a background in family 
{ therapy ;uid/or child development. 

j 

I The MDFT approach has been developed and tested since 1985 in four 
I major, completed nmdomized clinical trials; a randomized prevention trial; 
j and several treatment development ruid proeess studies, which have illiuninated 
core change-related aspects of the therapeutic proeess (Liddle & Hogue, 

I 2001). Since 1991, this work has been performed through the Center for 
; Treatment Research on Adoleseerit Drug Abuse. This was the first National 
j Institutes of Health/National Institute on Drug Abuse- (NIDA-) funded 
j research center on adoleseerit substance abuse. MDFT studies have been 
i conducted at v’arious urban locations in the United States, including 
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j Philadelphia, the San Franeiseo Bay area, eeiitral Illinois, and Miami. The 
j study populations were ethnically diverse (and their problem severity varied 
\ as well), from high-risk subjects in early adoleseenee to niultiproblem, 
j juvenile justice-involved female and male adolescent substaiiee abusers with 
j eo-oeeurring disorders. This approach has been recognized as one of a new 
} generation of comprehensive, multicomponent, theoretically derived, and 
j empirically supported adolescent drug abuse treatments (Center for 
I Substance Abuse Treatment, 1999; Lebow & Gurman, 1995; National 
j Institute on Drug Abuse, 1999; Nichols & Schwartz, 1998; Selekman & 

I Todd, 1990; Stanton & Shadish, 1997; Waldron, 1997; Weinberg et ah, 
j 1998; Winters, Latimer & Stinehfield, 1999). MJIFT is iiieluded in NIDA’s 
{ list of empirically supported drug treatments (wvw.nida. nih.gov/) and in 
j the American Psychological Association’s Division 50 issue on empirically 
supported drug therapies in The Addiction^; Nez^sletter (Liddlc & Row’e, 
2000). MDFT is also included in the Office of Juvenile Justice and 
j Delinquency Preventioirs Strengthening America’s Families — Exemplaiy 
I Programs Initiative (ww.strengtheningfmnilies.org/) with the Center for 
1 Substanee Abuse Prevention (CSAP). MDIH' is being tested within CSAT’s 
{ Initiative on Adolescent Treatment Models, formerly knowm as the funding 
j initiative on Exemplary- Adolescent Treatment Progi'ams. Awards recognizing 
1 the approach have been presented by the ^Vinerican Psychological 
j Association (1991), the American Family Therapy Academy (1995), the 
I American Association for Marriage and Family Therapy (1996), and the 
j Florida Association for Marriage and Family Therapy (2000). 

I 

{ 

I Overview of the Treatment Model Intervention 

It is important to have a sufficiently complex, multivariate framework to 
comprehend and act on wLat could be called the core clinical phenomena — 
the situations and processes that determine poor developmental outcomes 
and that, therefore, should be targeted for change. A multidimensional 
perspective on adolescent substance abuse and iK'havior problems, and thus 
a multidimensional framework, orients therapy and the therapist. This 
framework, made up of empirically based knowledge about how? adolescents 
develop and how^ development is derailed, drives the therapy. 

In research, design and statistical methods are tools to answer research 
j queries. Similarly, in treatment, therapy teehniques sene the overall 
j approach. Techniques are tools; they are a means to access and facilitate 
j adaptive change, MDFT therapists are taught an overarching conceptual 
{ framewx)rk that helps them appraise and respond to diverse clinical situations, 

I The MDin^ fnunewx)rk focuses on several m*eas that are critical to a elinicimi’s 
j understanding of lunv adolescent drug problems form, develop, and continue 
j and how? they can be replaced with adaptive and prosoeial development and 
I competence. Therapists are developmentalists in the sense of having a 
I primaiyyjob of understanding how? development has gone astray mid de\ising 
i means to facilitate its retraeking. 

I 

I 

I 

I 
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Part II. MDFT Approach to Cannabis Treatment 



Dimensions of Multidimensional Family Therapy 

MDFT is an integrative therapeutic philosophy mid clinical approach. It 
relies on the contemporary empirical knowledge base of risk and protective 
factors and knowTi determinants of adolescent substance abuse to assess 
and intenene in the lives of teenagers and their parents. 

Figure 1 answers the obvious and immediate question that comes from a 
first encounter with MDFT: Wlvdt are the dimensions of multidimensional 
family therapy? The following section gives a thumbnail sketch of each of 
these dimensions that reflect different aspects of the niodeFs charaetcristies 
as woll as the sources of influence on the MDFT approach over the years. 



Figure 1. Dimensions of Multidimensional Family Therapy 
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Outcome 

The outcome dimension refers to the model’s and the therapist’s overriding 
orientation. In cvciy contact with the case or with persons with wiioni the 
family interacts, the therapist asks the question, “What are the optimal and 
‘good cnouglr outcomes in this interaction?” Thus, outcome refers here to 
overall ease outcomes (c.g., abstinence or great reductions in the use of 
illegal substances and the connection of a teen to prosoeial influences and 
activities) as W’dl as to smaller, more proximal outcomes (e.g., the outcome 
of a phone conversation with a parent or the outcomes of a session). This 
outcome orientation permeates cvery^ session and eveiy^ contact with a 
client. This outcome orientation encourages, indeed organizes, a therapist 
to think in terms of long-term, intermediate, and short-term goals and the 
mechanisms to achieve them. 



Process 

Wiicreas a goal orientation is a nceessaiy and critical starting place in 
clinical work, an outeonie orientation is incomplete without a vision of the 
w^ay particular outeonies might be achieved. Process refers to the w^a>^ the 
hoped-for ehaiige is facilitated. 
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j Development ^ 

! De\x>lopment is the knowledge base of clinical work. Therapists use their 
j knowledge of development to set an overall treatment course, as well as 
I to pinpoint particular iiiten'Cntions or adjust those already in motion. 

{ Knowing about the expected and normal changes in the parent-adolescent 
\ relationship or normal ehjinges in the iiidividuc'd aspects of a teen’s development 
i (e.g., focus on self-identity, sexual experimentation, cognitive changes 
I allowing perspective tdving) infonns the therapist’s assessment and 
j inteiweJition ability. An appreciation and the use of dev'clopmental knowledge 
I also include a focus on the teen’s family members. 

I 

} 

i Problem Behaviors 
\ 

Problem behaviors are deviations from normal development. In research 
i literature, the developmental psychopathology perspeetive allow^s clinicians 
1 and researchers to understmid the development of problem behaviors over 
! time, their interrelationship and sequencing, and the risk and protective 
j factors of high-risk adolescent behaviors. As a systemic approach, MDFT 
I includes the behaviors of the earetakers most involved with the teenager. 

I 

1 

j Ecology 

j 

j Adolescent development and treatment necessarily includes the jmiltiple 
I psychosocial ecologies of teens and then* families. The ecology dimension 
I remijids the clinician not to narrow^ his or her understmidijig to the ijidividual 
j oj* family level. The therapist has available multiple assessment tools and 
j levels of inteiwention — and sojiie of these pertain to adolescents’ everyday 
functioning in social ecologies outside their families. 

Psychotherapy 

This sphere of influence pertains to particular forms of therapy that have 
influenced the MBIT approach. Particularly in MDFP’s early development, 
behavioral therapies and client-centered therapies influenced the approach. 
I In recent years, thinking and methods from both the drug counseling and 
chemical dependency perspectives have informed the MDFr approach. 

I 

I Family Therapy 

1 

I Structural Therapy (Minuehin, 1974) and Strategic Family Therapy (SFT) 

j (Haley, 1976) w^ere among the emiiest influenees on the MBIT approach, 

j which w^as first called Structural-Strategic Family Therapy (Liddle, 1985). 

j The influences of SFT can be observ^ed in MDFT’s adoption of the enactment 

j prijieiples of change and inteivention. Problem Solving Therapy, wiiieh 

j emphasizes crafting a strategy for treatment, thinking in stages of therapy 

I and of change, and focusing on out-of-session tasks as a complement to 

I in-session change enactments, has been a major influence on the MDFT 

! approach as well. Stanton and Todd’s (1982) integrative struetitrd aiid 

j strategic therapy with heroin-addicted adults also w^as a significant infliienee 

} in MDFT’s eaiiv davs. 

! 

I 



[ 

I 

\ 

i 

I 

I 

\ 
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I Treatment Parameters 

I 

I This diineiision refers to the structural or organizational aspeets of the 
I treatment approaeli. In the G^T study, treatment duration was 12 weeks, 
j but the level of therapist contaet and ease eoiitaet time varied aeeording 
j to the needs of the case as determined by the elinieian and supenisor. 

I Sessions were held in elinieal offices, the home, school, juvenile eourt, or 
j wherever the appropriate parties could be convened. Using the phone — to 
i call the parent, adolescent, or other family members (e.g., to follow up 
i after face-to-face contact, make more suggestions to follow the action plan 
I set in the previous contaet) — is common. It is impc)rtant not to let limits 
I imposed by traditional ways of semee delivery (e.g., in-elinic sessions, 1 
i hour of treatment per week) define what is perceived to be needed with 
j multiproblem adolescents and their families. 

I 

I 

j Defining the Clinical Model in the GSAT^GYT 
I Multisite Project 

I 

{ In the GSAT-funded G\T projeet, MDl^ is defined in terms of the following 

I formula: 

1 
I 

i 
1 
I 



I 
i 
I 
1 
I 
I 
1 
f 
I 

1 . . 

I iVIDFf includes four modules: adolescent, parent, fajnily interaction, and 

1 extrafarnilial systems. We use “module” in several ways. It can refer to (1) 
the various knowiedge bases that constitute our understandijvg of drug 
and behavior problems, (2) the intenention targets or locales where the 
I intenentions aim to facilitate prosoeial or healing processes and block 
dj^funetional processes or actiojis, or (3) the patlwav’^ to and mechanisms 
of change. Treatment has three stages: (1) build the foundation, (2) prompt 
action and change by w-orking the themes, and (3) seal the changes and 
exit. 

General Theoretical Assumptions and Approach 

I 

j Theory of Dysfunction 

I 

I 

I Presumptions about how^ problejiis de\elop and are maintained or how they 
I are exacerbated are fundamental to any intencjition mid to an overall model. 

I Ideally, tJiere is a eonnection between how^ dysfunction develops and continues 
j and a modePs techniques. Intenentions, wdiieh are actualized using particular 
j techniques, target certain content, personal eharaeteristies, or inter]:)ersonal 
j processes. A model can also specify processes or inCtUis by wdiich the therapy 
j techniques affect the intenention targets — such as specific domains of 
j functioning — to facilitate improved overall functioning. Key components of 

I MDFT's theoretical underpinnings derive from family and developmental 




4x3 = 12 

mbit is 4 (modules) x 3 (stages) = 12 (weeks) 

“With every^ ease, 141 work four modules 
in three stages over 12 weeks.” 
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j psychology (Broiifenbrenner, 1979; Kaye, 198v5; Minuchiii, 1985) and 
j developmental psychopathology (Sroufc & Rutter, 1984). Epidemiological, 
i clinical, and basic research studies indicate that adolescent drug abuse is a 
j multidimensional disorder (Brook ct aL, 1988; Bukstein, 1995; Newcomb, 
j 1995). Correspondingly, the MDFT treatment modeEs philosophy and 
I methods reflect the fiekFs assessment of this disorder (Segal, 1986). A 
I eomniitnieiit to translate and use clinical and basic research has been a 
i guiding principle in this modcEs development, 
i 

j Risk factors 

\ 

I 

I Drug use and drug abuse eorrclates have been organized into several 
I domains — individual, family, peer, school, neighborhood/eommiinity, and 
j societal (Hawkins, Catalano & Miller, 1992). These domains reflect both the 
I inten'ention philosophy and focuses of MDFT. The correlates — the pieces of 
j the puzzle (Petraitis, Flay & Miller, 1995) — of adoleseent substanee use and 
I abuse include systemic-level factors, such as extreme economic deprivation^ 
! and proximate ones, such as family conflict and disruptions in family 
j management. Individual factors, such as parental psychopathology or drug 
j and alcohol use, and an adolescent’s failure to bond to school, problems in 
! emotion regulation, or poor interpersonal skills and peer relations are 
j implicated in drug problem development as well (Bi’ook et al., 1988). 

I MDFl^’s multiSN^temic family-based approach, rooted in social seieitce 
j versions of sv^terns thinking (Ih'onfenbrenner, 1979; Minuchin, 1985), 

I is consistent with eontemporar\^ understandings of risk and protecthe 
processes. Risk factors do not exist or operate in isolation — multiple risk 
factors interact ovei* time and caji have a cumulative impact (Biy^ McKeon 
& Paiidina, 1982). Their interaction within a given timeframe can eieate 
s>mergistic effects yielding higher levels of risk, deteriorating functioning, 
and few development-enhancing circumstaitces. 

Risk factors are also mutually influential and reinforcing (Brook, Wliiteman 
& Finch, 1993; Thornberiy^, 1996). This conceptualization coincides with 
1 conteniporar\' ideas about reciprocal effects in human relationships (Lerner 
j & Spanier, 1978; Sameroff, 1975). An adolescent’s academic problems and 
j low commitment to school might make normal developmental tension at 
I home worse. Avoidance of conflictual topics and negative interactions are 
1 common coping behaviors in clinical families (and others) in this situation, 
j Together, these circumstances create the motivation and opportunity for 
I affiliating with likc-problem peers. 

I 

) 

{ Poor family-management skills may be related to a parent’s functioning in 
j other domains, such as parcntril psychopathology or family disruption created 
I by unempkninent. Family management difficulties set the stage for 
I inconsistent parental monitoring, increased frustration, and mi inability 
I to address the nornuil ehallenges of parenting teenagers. Temperamentally 
I difficult children and teenagers ean influence family management strategy, 
j ability, and eonsisteney. Subtle rejeetion of these children and teenagers by 
j parents is not uncommon (Baumrind & Moselle, 1985). Parents in. this 
i situation often experience loosening of their influenee and control over the 

I 
I 

I 
I 
I 
I 
! 

I 
I 
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I adolescent as the teenager’s peer affiliations become stronger (Dishion et 
I al., 1995; Rueger & Liberman, 1984). Although decreased direct parental 
I influence during the adolescent years is normal, in clinical families parents 
I are knowTi to have, or view themseh^es Jis having, ver\^ little parental influence 
I (Patterson & Chamberlain, 1994; Schmidt, Liddle & Dakof, 1996). Some 
I researchers have argued that part of the deviation-ampliRing process (and 
I part of what needs to change) involves increases in parents’ tolerance for 
I deviant behavior (Bell & Chapman, 1986). 



i Protective factors 

I 

I 

I A risk factor focus must be complemented by a therapist’s ability to know 
i about, focus on, and expand protective factors — particukarly those having 
{ to do with establishing connection to prosocial pursuits and new kinds of 
I relationships within and outside the family. Eliciting hidden strengths is 
j critical (Minuchin & Fishman, 1981). A basic goal is establishing a receptive 
j mindset in both the parent and teenager regarding the fundamental role 
{ played by personal relationships in promoting development in the 
I adolescent’s life. 

I 

j A good relationship with OJie’s parents buffers against development of problem 
j behavior (Wills, 1990). Many recent studies underscore the importanee of 
! parents to their teenager’s ongoing development (Resnick et al., 1997), as 
! w^ell as the parents’ capacity to stop the progression of problems once they 
i have begun. Steinberg, Fletcher & Darling (1994) found that particular 
j parenting practices, such as providing emotiojial support, can j*everse the 

j course of negative peer influence even after problem behavior has started. 

MDFFs primaiy goals are to change the adolescent-parent relationship in 
developmentally normative ways and to change the family environment gen- 
erally, but family relationships are not the only target of change in MDIT. 

A therapist does not simply memorize the list of risk and protective factors 
and seize opportunities to discuss them. Rather, clinicians russess and 
intervene in transactional and interinstitutional processes W'hile using and 
j translating the knowledge l^ase of rislt and protective factors, which constitutes 
I a higher objective and skill. Assessing and intervening in the dynamic 
‘‘moving targets'’ of reciprocal interactions (i.e., an adolescent’s behavior 
elicits a parent’s reactions and parenting practices influence the teenager’s 
behavior and elicit reactions [Lytton, 1990; Stice & Barrera, 1995; 
Vuchinich, Bank & Patterson, 1992]) is a major challenge. 

I 

j Adolescent development 

I 

I The MDFT approach targets a youth’s relationships across developmental 
j niches. For example, considerable time is spent with the adolescent in 
j individual sessions in this family-based treatment to gain indirect access to 
his or her intrapersonal vvx>rld and peer network. These therapeutic contacts 
j vim\ Sometimes, they me sessions in the usual sense, but on other occasions 
j they may also take the form of an outing to a Jiiovle or a restaurmit or an 
j adoleseent-led guided tour of the teenager’s Jieighborhood. The role of 
I influential antisocial peers in the development and amplification of child 
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and adolescent problem beliaviors is w^ell established (Disliion et al., 1995). 
Because adolescents are generally not willing to discuss the details of tlieir 
rintisocial activities with peers in the presence of their parents, access to 
the adolescent's conception of and activities within his or her peer world, 
as well as to the intrapersonal aspects of the adolescent’s development 
(ON^ernian & Mm'kus, 1990), is gained by spending time with the teenager 
alone (Liddle, 1995). Vaning the treatment setting to forge relationships 
with individuals who liave “been there and done that” as far as the treatment 
programs are concerned has been a key factor in gaining the needed access 
to the teen's psychological and emotional world. Access is earned. A teen’s 
referral to treatment by juvenile court or his or her coercion into therapy 
by a parent or school official has nothing to do with gaining the needed 
access to the adolescent’s psychosocial world. Only a personal relationship 
betw'een the therapist and adoleseeiit can create the kind of access that 
predicts change. 

For practical clinical reasons and on the basis of ]*esearch evidence, adolescent 
problem behavior and drug abuse are defined as problems of dev'clopment 
(i.e., deviations in the normal developmental course or failures to sueeessfully 
meet developmental ehallenges). These problem behaviors are determined 
by the interplay between the youth and the social systems — family, peer, 
school, and community or neighborhood in which he or she lives. 
Adolescent drug abuse is “embedded within the proximal peer environment, 
which in turn, emerges and is amplified within a context of low adult 
involvement and monitoring” (Dishion et al., 1995, p. 803). Because of the 
many factors involved in the creation and continuation of adolescent drug 
use and abuse and the number of functional impairments that exist with 
drug-abusing adolescents, a broad-based, comprehensive treatment strategy 
is necessaiy (Kazdin, 1994; Newooinb, 1992). The therapist devises an 
individualized treatment plan targeting aspects of functioning in individual, 
familial, and extrafarnilial sv'sterns known to be related to the creation and 
continuation of drug abuse and related problem behaviors. The treatment 
plan is a collaborative effort; each family member and influential extrafarnilial 
other is involved in its creation. Adolescent substance abuse is a systemic 
problem — a set of behaviors and eireumstanees that eoml)ine to derail 
attainment of current and future developmental milestones. 



Key Concepts: 

• The family is a primaiy context of healthy identity formation 
and ego development. 

• Peer influence is contextual; it interacts with. the buffering 
effects of a family against the deviant peer subculture. 

• Adolescents need to develop an interdependent rather than an 
emotionally separated relationship with their parents. 

Svnuptom reduction and enhaneemeiit of prosocial and normativ-e 
developmental funetions in problem adolescents oeeur by targeting the 
family as the foundation for inteiwention and simultaneously facilitating 
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Adolescent developmental psychology and psychopathology research has 
determined that (1) the fmnily is the primaiy context of healthy identity 
formation and ego development, (2) peer infliienee operates in relation to 
the family's buffering effect against the deviant peer subculture, and (3) 
adolescents need to develop an interdependent rather than an emotionally 
separated relationship with their parents. Therefore, a multidimeiisional 
change perspective holds that symptom reduction and enhaneernent of 
prosoei^d and normative developmental functions in problem adolescents 
occur by (I) tJirgeting the family as the foundation for intenontion and 
(2) simultaneously hieilitating curative processes in several domains of 
functioning mid across several s>^temic levels. Partieuhu* behaviors, emotions, 
and thinking patterns known to be related to problem formation and 
eontinuation are replaced by new beha\iors, emotions, and thinking patterns 
associated with appropriate intrapersonal and familial development. 

Key Concepts: 

• MDIT systematically assesses and targets adolescent functioning 
in six health-related domains: drug use, identity development 
and autonomy, peers and peer influence, bonding to prosoeial 
institutions, racial and cultural issues, and health and sexuality. 

• Interx^entions have both intrapersonal and interpersonal aspects. 

MDIT systematically assesses and tm*gets adolescent domains of functioning: 
drug use, adolescent identity development and autonomy, peers and peer 
influence, bonding to prosoeial institutions, racial and cultural issues, and 
health and sexuality. In addition, MDinT intenention techniques ha\e l)oth 
inmtpersonal (i.e., feeling and thinking processes) and inteijyersonal (i.e., 
transaetional patterns among family members or between a family member 
and extrafamilial persons) aspects. For example, changing the parenting 
praetiees of parents of adolescent drug abusers involves addressing personal 
aspects of the parents' lives apart from their roles as parents. Thus, the 
approach also conceives of inten'Cntion targets chronologically. Change in 
partieulm* areas first is used as a departure point for subsequent, and 
usually more difficult, areas of wT)i*k. Recent process studies have provided 
beginning empirical su];)]:)ort for this epigenetie, multiperson, mid multidomain 
framework for change (Diamond et al., 1999; G.M. Diamond & Liddle, 

1996: G.S, Diamond & Liddle, 1996). 

Because teenagers who abuse dnigs also generally have funetional impairments 
in tw'O or more domains, MDFT simultaneously targets all domains in which 
there is poor funetioning. The therapist reviews the risk factors for problems 
of interaction involving relevant persons in the adolescent's life as well as 
interactive problems or effects across domains. 
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j Clinical prol^lenis or symptoms are seen as processes that involve smergistie 
j and euniulative effects — the unfolding and worsening of active risk factor 
; dvTiamics. Therapists tr\- to slow or stop the momentuni of these interacting 
j risk and developnient-derailing processes by replacing them with hopeful, 

I relationship-oriented, and concrete alternatives. 

I 

I 

j The nature and strength of these cascading negative processes create the 
I rationale for multieomponent and comprehensive inteiwentions. As drug 
i use severity increases, when such levels exist alongside several risk (but few 
j protective) factors, and when such development-detouring processes have 
{ been present over extended periods, the processes needing change have 
i become quite stable. Although easy to identify, these processes are a 
j challenge to change (Loeber, 1991). Wlien advanced, the problem behaviors 
have become interdependent elenients of the adolescent's lifestyle 
(Newcomb & Bentler, 1989). This is most eojiimon with teenagers who were 
early drug users and who exhibited behavior problems in childhood (Kandel, 
I Kessler & Margulies, 1978; Kellam et al., 1983; Shedler & Block, 1990). 

! In these situations, change in more funetional domains will be required to 
j decrease the dnig taking, correlated behavior problems, and lifestyle patterns 
j and to increase eompetenee and developmental adaptation. Research on 
1 successful rnaiiitenanee of drug-free lifestyles of adolescents following 
j residential treatment reveals that most favorable outcomes occur after 

j changes in several funetional domains (Browji et al., 1994). 

1 
j 
j 
j 
I 
1 



In the context of understanding the formidable forces involved in prol)lem 
development and effective inten'ention, it is important to maintain a deep 
appreciation of the human elenients of working with drug-using teens and 
fmiiilies. The therapist's caseload and high-quality, consistent, and clinically . 
focused supervision (versus administrative supenision) influence ease 
outcome and model development (Schoenwald et al., 2000). These sensibili- 
ties — respect, for the work's difficulty and cognizance of the eireumstanees 
! required to do this work effectively — are critically important in therapy and 
j therapist development (Bank et al., 1991; Liddle, Becker & Diamond, 1997; 

j Linehan, 1996). 

1 
i 
i 
j 
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j Problem behavior can desist when meaningful eonerete alternatives are 
i created, accepted, attempted, and adopted by the adolescents and families. 

I 

) 

I 

I 

I 

I 




Key Concept: 

Multiple risk factors and a network of biopsyehosoeial iatluenees have 
created an adolescent's dnig abuse; hence, multiple dv^funetion-produeing 
and dysfunetion-maintaining eharaeteristies and processes must be 
targeted for change. 



Key Concept: 

The amount and the nature of the time a therapist spends with each 
ease, his or her attention to the ijnplementation details of the MOFl 
model, and the nature and quality of the clinical supeivision ijifluenee 
ease outcome. 
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j Motivating both the parents and teenager is a therapist\s responsibility, and 
j speeifie teehniques to aeeoniplisli these short-term objectives have been 
j developed and tested. (See Adolescent Engagement Intei'ventions on page 
I 62 and Parenting Relationship Inter\'entions on page 107 for deseriptions 
j of these teehniques [Diamond et al., 1999; Liddle & Diamond, 1991; Liddle 
I et al., 1998; Schmidt, Liddle & Dakof, 1996].) If multiple risk factors 
I (Newcomb, 1992) and a network of influences (Brook, Nomura & Cohen, 

I 1989) have created and niaintained adolescent drug abuse, then the same 
I eomplex of interrelated influences must be systematically assessed and 
i targeted for change, 
i 

i 

I 
1 
1 
I 
I 
1 
I 
I 
I 
i 
{ 
i 
I 
! 

{ The therapist’s systematically organized and planned conversations with 
i parents, teenagers, and other family members focus on past, current, and 
j hoped-for circumstances in the multiple ecologies (Liddle, 1994a). Focusing 
! on and assessing multiple domains occurs over the first several sessions 
I with each family member alone, in family eonversations that may include 
j extended family, mid with the parents and adolescent together (Liddle, 1995). 

j 

1 

j Key persons in the adolescent’s environment (e.g., those in school or the 
juvenile justice system; peers) are included in the treatment. For example, 
a therapist may expend considerable time in helping organize a meeting 
between school officials and parents. Many parents are unaeeustomed to or 
unslvilled in orchestrating such events. Reestablishing a teenager’s affiliation 
with some aspect of school (e.g., prosocial activities, aeadernic masteiy) or 
a job training or work-related alternative is a vital part of adolescent drug 
treatment. 

Adolescent treritment must be practieal. The therapist may work as a eoaeh 
with the teenager and parents — preparing them for a school conference and 
defining possible and desirable outcomes. In another case, the focus might 
j be on the teenager’s noneomplianee with juvenile justice s>^tem sanctions 
1 and the influential role a parent might play in an upeoniing court hearing, 
i 

j Although MDFl^ has a practical, results-oriented focus, new^ behavioral 
j alternatives or potential solutions are not offered prematurely. Problem 
I behaviors, such as Jiffiliating with drug-using peers and disengaging from 
! school and family relationships, are both interrelated and stable. MDIH^ 
j intenentions take into aecount the relationships, interactions, and factors 
j that contribute to such connections. 

I 

I 

I Early treatment efforts include eonversations foeusing on the speeifie life 
j eireuinstances of the teenager and parents, and small steps tow^ard larger ‘ 

1 ehmiges are introduced gradually, These small steps might involve discussions 
j with the teen in wliich he or she is helped to evaluate different areas of his 
j or her life. 



Key Concept: 

Assessing the multiple domains of adolescent and family functioning is 
not aecomplished in a session or two. It occurs over tlie first se\-eral 
sessions with each family member alone, in conversation with the entire 
family and extended family, and with pru*ents and the adolescent together. 
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j The principle of relational epigenesis (Wynne, 1984) is an overall guide for 
I problem assessment and inten'Cntion sequeneing. This theoiy proposes a 
I preferred sequence of developmental processes (i.e,, attachment or earegiving 
I is an early-stage relationship process, whereas mutuality in relationships is 
I a more evolved, later-stage process eharaeteristie). Although these processes 
i overlap, like all developmental stages, optimally they follow one another in 
j a predictable way (i.e., attachment or earegiving, eomiTuinleating, joint 
j problem solving, mutuality). Wlieri the preferred sequence of development 
i or skill acquisition does not occur, functioning is impaired. In family therapy 
j this mejuis that attempts to implement problem solving in relational systems 
j will not work without the requisite functioning or developmental levels of 
j attachment and eommunieation having been reached (Doane, Hill & 

} Diamond, 1991). For example, it is difficult for parents to feel motivated to 
i ivy new parenting beha\iors if their basic emotional eoriimitrnent to parenting 
j has weakened (DLx, 1991; Liddle et al., 1998; Patterson & Gharnberlain, 
j 1994). In this “first things first” philosophy, the therapist is guided by 
j questions such as, “\Wiat is getting in the way of the behavior of interest?” 
j The therapist then attends to those barriers. 



Key Concept: 

Attempts to implement problem solving in relationships will not work 
without the developmeii tally appropriate levels of attachment and 
communication ha\1ng been reached. 



I So far, this discussion has focused on the theoretical and empirical bases of 
j the MDIT treatment model. The clinical principles of MDIT are presented 
{ next. Then, for the remainder of the manual, theoiy-research-praetiee 
{ connections within each module of the core approach are discussed. 



j Principles of Multidimensional Family Therapy 



I Therapy principles are defined as fixed or predetermined rules guiding elinieal 
! orientation and behavior (a therapist’s preseril)ed behaviors and pioseribed 
j behaviors; Waltz et al., 1993). 

i 
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Principles of Multidimensional Family Therapy 

1. Adolescent drug al)use is a multidimensional phenomenon. 

2. Problem situations provide information and opportunity. 

3. Change is multideterm ined and multifaeeted. 

4. Motivation is malleable. 

5. Working relationships are critical. 

6. Intenentions are individualized. 

7. Planning and flexibility are two sides of the same therapeutic coin. 

8. Treatment is phasic, and continuity is stressed. 

9. The therapist’s responsibility is emphasized. 

10. The therapist’s attitude is fundamental to success. 



i 
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I 

I The following are the 10 prineiples of MDIT: 

! 

I 

j L Adolescent drug abuse is a multidimensional phenomenon. Its 
I eonceptualization and treatment are guided by an eeological and 

I developmental perspective. Developmental knowledge informs inteiven- 
j tions — presenting problems are defined iiitrapersonally, interpersonally, 

I and in terms of the interaetion of multiple systems and levels of iiifluenee. 

t 

1 

I 2. Problem situations provide information and opportunity. The current 
j symptoms of adoleseents or other family members, as well as crises and 

! eomplaints pertaining to the adoleseent, provide not only critical 

! assessment information but also important inteivention opportunities. 

I 

} 3. Change is multidetermined and multifaceted. Change emerges from 

I interaetion among s\^terns and levels of systems, people, domains of 

j funetioning, and intrapersonal and interpersonal processes. Assessment 

j and intervention give indications about the timing, routes, or kinds of 

j change that are accessible and possibly efficacious with a particular 

j “ease. A multivariate conception of change commits the elinician to a 
j coordinated and sequential working of multiple change pathways and 

j methods, 

i 

I 

I 4. Motivation is malleable. Motivation to enter treatment or to change 
I will not alwav^ be present with adolescents or their parents. Treatment 

I receptivity and motivation var\^ in individual family members and 

j extrafamilial others. Resistance is normal. “Resistant” behaviors arc 

barriers to successful treatment implementation, and they point to 
important processes for therapeutic focus. It is difficult for adoleseents 
and families to create lasting lifestyle changes. 



5. Working relationships are critical. The therapist mdvcs treatment possible 
through practically oriented, outcome-focused working relationships 
with family members and extrafamilial sources of influence and through 
articulation of personally meaningful relationship and life themes. 
These therapeutic themes emerge as a result of inquiiy about generic 
individual and family developmental tasks and the idiosyncratic aspects 
of the adolescent and family’s development. 



6. Lnterv'entions are individualized. Although they have generic aspects 
(e.g., promoting eompetence of adoleseents or parents inside and 
outside the family), inten-entions are customized according to each 
family, each family member, and the hunily’s environmental circumstances. 
Inteiventions target knowTi etiologie risk factors related to drug abuse 
and problem behaviors, and they promote protective intrapersonal and 
inteipersonal processes associated with positive developmental 
outcomes. 
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j 

j 7. Planning and flexibility are two sides of the same therapeutic coin. 

j Case fomiulations are socially constructed blueprints that guide ongoing 

j treatment because fomiulations are rcAised on the basis of new infoniiation 

j and ill-treatment experiences. In eollaboratioii with family nienibers 

I and relevant extrafainilial others, therapists eontinually CA’aluate the 

{ results of all iiitenentions. Using this feedback, they alter the inteiwention 

I plan and modify particular iiiten'Cntions accordingly. 

$ 

I 

I 8. Treatment is phasic, and continuity is stressed. Particular standard 
j operations (e.g., adolescent engagement and theme formation), parts 

j of a session, whole sessions, phases of therapy, and therapy overall are 

1 eoneeived and organized in phases. Continuity — linking pieces of the 

j therapeutic work together — is important. Sessions have parts, and they 

are woven together into seamless wholes. Similarly, there is a weaving 
together of the parts of treatment mid an aetiAC attempt b>’ the therapist 
j to maintain continuity and linkages between sessions and ‘Tdiunks’’ of 

j therapy. 

{ 9. The therapist’s responsibility is emphasized. Therapists are responsible 

j for (I) promoting partieipation and enhaneing motiA’ation of all relevant 

I persons, (2) creating a workable agenda and clinical focus, (3) devising 

j multidimensional and niultisystemic alternatives, (4) providing thematic 

I focus and consistency throughout treatment, (5) prompting behavior 

j change, (6) ev^aluating, with the family and extrafainilial others, the 

I ongoing success of inteiventions, and (7) revising intei*ventions as 

1 necessarv'. 

I 

10. The therapist’s attitude is fundamental to success. Therapists are 

advocates for adolescents cmd parents. They are neither child savers nor 
imidimensional ‘‘tough love’’ proponents. Therapists are optimistic but 
not naive or Pollyannaish about change. Theii* sensitivity to environmental 
or societal influenees stimulates ideas about interventions rather than 
reasons for why problems liegan or excuses for why change is not occurring. 
As instruments of change, therapists Imovv^ that their personril functioning 
i can facilitate or handicap their work. 

i 

j Basic Requirements for Clinics Offering MDFT 

j Treatment locale 

j Most sessions (individual sessions with adolescents and parents, sessions 
I with parents and adolescents together, and sessions with other family 
j members or relewant extrafainilial persons) m*e conducted in the elinie. 
j On occasion, partieularly at the beginning of treatment or during a crisis, 

I sessions might be held in the family’s home or at another aeeessible, 

I appropriate locale (school, family court). The clinical contact location also 
j may v’aiy according to the phase of treatment, the living eireumstanees and 
j preferences of youth and families, and the session’s objectives. 

i 

! WTiile the MDFT approach has been used only in clinical research contexts, 
j these efforts have taken place in vurious settings such as eommunity mental 

I 

I 

I : 

1 

I 
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I health, drug counseling, or youth service agencies. In some studies, elinies 
j were located in the coinmunity in which the study clients resided. In other 
I studies, the project was conducted in existing elinies where the randomized 
j study, the selection of the therapists (from existing staff), the pretreatnient 
j iissessments, the experimental treatments, mid the posttreatment assessments 
w^re eondueted within the agency context. 

Treatment Duration and Intensity 

Studies hav^e tested variations in duration and intensity of treatment (Liddle 
& Hogue, 2001). The CYT study called for deliveiy of the inten-ention in a 
3‘month period. For the initial 2 months, an average of two or three sessions 
with various eombinations of family members could be held weekly (sessions 
averaged 1 to 2 hours). Phone contact was frequent and used for reviewing 
and plmining for next steps. Phone eontaets also presented opportunities 
for ‘'minisessions'’ or foeused conversations that seiwed to motivate, to hold 
in place, or to make new suggestions about how to cope or new courses of 
action. The most frequent contact with family members oeeurred during 
the first 2 months of therapy. In the third month of treatment, the amount 
of contact decreased. 

Nature of Clinical Contact 

In MDFl, phone contact with the parent and the adolescent is frequent and 
moves beyond reminder calls. MDCT therapists use time on the phone to 
follow up, extend the work done in sessions, and conduct troubleshooting 
on what is being tried at home and how it is going. In MDIT, the therapist 
has face-to-faee or phone contact with extrafamilial sV'Stems such as school, 
Juvenile justice, or ease management-related pensonnel (e g., aeadernic 
tutoring, job training). Contact with extrafamilial subsystems is often more 
frequent at the beginning of therapy, tapering off as the ease reaches the 
final treatment phase. In all situations, the amount of clinical contact 
occurring will varv^ according to the stage and module in wliich the family 
and therapist are working. 

Staffing Requirements 

Most therapists using the MDFl^ approach have at least a master’s-level 
degree in counseling and an average of 2 to 3 years of experience (master’s 
degree therapists at 70 percent; doctoral-level therapists at 30 percent). 

Certain eharaeteristies are sought in clinicians wlio will be trained to use 
the MDFT model. First, a fmnily therapy background and systems orienta- 
tion are helpful. The multisystemie model, which clearly includes a basis in 
family or systems therapy concepts and methods, is taught in the context of 
this orientation. Clinicians must be willing to conduet ease manager-styde 
inten-entions along with traditional therapeutic interv'entions. Previous 
experienee with drug-using and delinquent adolescents is desirable as well. 
Preferred personal eharaeteristies include intelleetual euriosity, a capacity^ 
to w^ork in different domains (cognitive, affective, and behavioral), an ability 
to form good personal relationships, and an openness to reeeiving feedback 
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j about one’s personal clinical style. Finally, a clinician’s demonstrated 
j motivation to become an exceptional therapist (and the realization that 
1 this achievement takes years of focused work and experience) is one of the 
most powerful predictors of success with the MDl^ system. Therapist 
eharaeteristies and skills helpful to the iVIDFT approach are discussed in 
i publications on clinical supenision and training (Liddle, 19SS; Liddle, 
j Becker & Diamond, 1997). 

! Clinical Superxnsion Requirements 

I 

j \ 

j Clinical supemsion is vitally important in the implementation of the 
i MDFT approach. The miiltidimensionality of the therapeutic orientation is 
j matched in the supervision philosophy and methodology. Multiple su]:>enision 
methods are used in a coordinated way to produce the desired level of 
I adherence and clinical competence. Therapists prepare wntten ease 
j eonceptualizations and segments of videotape or audiotape for prescjitation 
j and anal>^is by the supervisor and feedback from other elhiicians. Therapists 
! review their own taped woj-k, and they m-e ;issigned to eontinually study the 
j MDFT manual and related elinieal materials. As the competencies and 
I learning needs and issues of therapists become manifest, supenisors adjust 
I their supenision and teaching. 

I Therapists are expected to take considerable responsibility for their eontiiiued 
j learning and development, although individual and group supenision is 
1 provided. Individual supenision allows focus on sensitive topics (e.g., 

I personal or stylistic matters of clinician development), as well as an 
I individualized focus on the stajidard review of weekly’ outcomes, adjustment 
I of strategy or jiicthod, and plajining of next steps (Liddle, Becker & 
Diamond, 1997). 

Overview: The Three Stages of the MDlT^f Treatment Program 

This section summarizes the key activities in each therapy stage. Detailed 
implementation guidelines, examples, and troubleshooting tips on making 
these procedures work appear throughout the manual. 

Stage One: Build the Foundation (3 weeks) 

j L Create a new' system. Treatment creates a new social system. When 
I the process works, it joins together the therapeutic system and the 

i family s>T^tem to create a new entity with a common purpose. Thinkijig 

I organizationally, therapists strive to understand the many systems and 

j subsystems involvc'd in the treatment process and the nature of their 

i past and current interactions. 

j 2. Welcome the adolescent and the family to a new life space. Starting 
i treatment is a big event. Many' outpatient treatment programs do not 

j place sufficient emphasis on the beginning stage of treatment or on 

j the process of welcoming teens ajid their parents and engaging them in 

I a treatment program. Clinicians know that treatment of adolescents is 

I challenging, and research confirms that more teens and their parents 

I 
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drop out of outpatient drug therapy than remain. The beginning phase 
of treatment, when a therapist does all that he or she eaii to help all 
fmiiily members feel weleonie mid understood, is of enormous importanee. 

3. Explain die program. Do not assume that jiarents or adoleseents will 
have a positive or aeeurate pereeptioii of treatment. An orientation to 
the program or treatment that eov^rs “how to benefit from therapy’’ 
and “what the treatment entails” is vital. The mindset of family and 
extra familial sourees of influenee about the new treatment can be 
addressed by asl\ing about previous treatment experienees or, in the 
ease of the extrafamilial persons, asking about their histoiy with the 
youth and experienees with other treatment programs. Expeetations 
are important, and they can be shaped. 

4. Address the circumstances that bring the client into treatment. Many 
teens will be referred to treatment b)- school or Juvenile justice personnel. 
Some of these adolescents will have serious legal problems and will be 
ojdered to treatmejit as a condition of their probation or involvement 
with the Juvenile Justiee system or beeause of their problems in school. 
It is important to address the speeifie eireumstances that bring them 
into the program. Therapists should look for points of cooperation and 
resistance and develop a positive realistic conception about what 
treatment is and what it might be able to do. 

5. Develop a temporal orientation. In this 3-rnonth \ ersion of MDFf , Jiot 
all the interesting or important issues that will be presented can be 
addressed. Therapists must choose which focal areas might have the 
most clinical yield (e.g., which seem most malleable and which areas 
are accessible immediately). MDFl^ intejvention has a fixed number 

of weeks in which the program will be delivered. Thus, prioritizijig 
treatment focuses is critical. A 3-mojith calendar in the ease notes will 
remind therapists of the strict timelines within wiiieh they must work. 

6. Remember, intensive involvement is the norm. Beeause the available 
time to work with a ease is predetermined, remembering the therapeutie 
principle of intensive involvement with a ease is critically important. 
With some eases, particularly at the beginning of treatment, there may 
be in-person or phone contact with one or more persons in the treat- 
ment system (e.g., the adolescent, parent, or other family members; 
school, legal, court, or jirobatioii staff) every day. A core j^remise of the 
approach is that positive outcomes will be related to working effectively 
in several areas (modules) of a ease at the same time. 

7. Use current crises to mobilize positive forces and create focus. 
Pioneers in MDFFs earliest development of structural family therapy 
(Minuehin, 1974) and problem solving therapy (Haley, 1976; see Liddle, 
1984, 1985) understood how- important it is to seize opportunities 
presented by eurrent crises pertaining to the adolescent. School failure, 
eorifliet in the home, out-of4iome placements, and consequences of 
current drug use, including arrests and legal problems, are examples 

of crises with potentially enormous therapeutie value. Inherejit in these 
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j events are the information and opportunity to create a workable (i.e., 

j aeceptal:)le to the elient, potentially effective aeeording to tlie 
i approach) therapeutic focus and the kind of step-by-step change that 

j can last. 

S . 

I 8. Use distress to facilitate motivation. The distress that aecompanies a 
I crisis is a therapeutic ally. It is part of the dxiiamie that will create 

i motivation for change. Even if no crisis is presentj distress, wliich is 

I perhaps different for each family member and relevant extrafaniilial 

I others, is present. The subjective distress of each family member 

I should be accessed; framed, if neeessaiy; amplified; and used to create 

I a foundation and motivation for treatment. 

I 

9. Translate therapy goals into an organized and orchestrated treatment 
tliat yields various kinds of sessions (individual, familial, exti*afamilial). 

J Although the term family therapy is still used, today’s family therapies 

I are better defined i\s family-based treatments. The term '‘family therapy'’ 

! creates an image of working with the whole family, week after week. 

I MDFT is a therapy of systems and subsystems. A hallmark of this 

I approach is its theoiy-grounded and systematic use of individual, familial, 

I and extrafaniilial sessions. Different therapy stage and subsystern- 

I specific therapeutic goals dictate a therapist's decision about session 

I composition. (See Guidelines for Subsystem Sessions on page 177 for 

} more details about setting up individual and family sessions.) Therapy 

} goals are formulated according to a number of factors. Gase-speeifie 

! treatment is theon^ based (i.e., development) and principle driven, 

t (See Principles of Multidimensional Farnilv^ Therapy on page 14.) 

f 

10. Create expectations. Negativity, hopelessness, helplessness, and despair 
freciiiently accompany adolescents and their pm*ents to treatment. At the 
outset and as needed throughout therapy, treatment addresses these 
powerful emotions. It is important to create expectations that the 
teen’s life course can be redirected, new alternatives can he introduced, 
the drug-taking lifestyle can stop, family life can change, and parents' 
strcvss cand burden can be lessened. 

11. Elicit and shape the stories. A therapist’s skill is revealed when he or 
she uses generic knovVledge about family life, positive psychosocial 

i development, and prol:>lem solving as a way to make sense of the 

I idiosyncratic details of a teenager’s and his or her parents’ lives. The 

j therapist facilitates this process by eliciting details about the teen's 

j life, the parents’ lives, and the family's life together. The developmental 

} issues of adolescence (e.g., a teen's desire to be heard) are the immediate 

j context in whieh the teenager’s and parents' expression of their life 

I stor\’ oeeurs. At the same time, the hunily’s histor\^ together is also 

I relevant and must be explored as well, 

i 

I 12. Work multisystemically. Classical family therapy assumed that changing 
j a family’s interaetional style and patterns would \ield changes in the 

} symptomatic funetioning of the child or adolescent. Gontemporaiy 

i family models do not reject the importance of interaetional ehange in 

I 

I 

} 

I 
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the hmiily, but today's models do place this focus as one among many. 
MDin" therapists pay attention to the individual, intrapersoiic'il functioning 
of family members and to how important sources of influence that 
come from outside the family complement and work synergistically to 
change family interactional patterns (laddie, 1995). Working with 
multiple sy’stems in a coordinated way, inside and outside the family, is 
fundamental to MDFT. 

13. Talk with every body (family and extrafaniilial persons). There are 
advantages and disadvantages to doing a treatment program within a 
fixed period. A major advantage is that time can be used to focus on 
and organize the therapist’s and family’s mindset (‘AVe have only’ so 
much time available”) about gettuig something done. At the same 
time, working in a tiniedimited model can influence therapists to narrow 
their focal areas and targets of change. It is important to be aware of 
the interplay of the pressure to create a workable focus (which may 
enhance motivation) with the inclination to expend energy and time 
trying to include family members or extrafaniilial persons in treatment. 
Phone calls to important therapeutic system members sen^e various 
functions. They are strategic, in that they’ might prepare individuals for 
a new focus, and functional, in the sense of providing a convenient 
context for interventions themselves. 

14. Build multiple alliances. In the beginning of treatment, key- concerns 
are whom to develop alliances with and how to accomplish this time- 
consuming, challenging task. Each person within and outside the family^ 
is treated as an individual wlio has his or her owm idea about topics 
important to treatment — the need for therapy’, who is the problem, how’ 
the problem earne about, and how^ it might be solved. This may be an 
obvious point, but the mandate of success in multiple therapeutic 
alliances, including those with relevant persons outside the family', is 
more difficult to implement than to understand. 

15. Use treatment to retrack development. The developmental lens guides 
every^ aspect of assessment and inteiwention. MDIH^ therapists are 
developmentalists. Minuehin (1982) w^arned that therapists wiio work 
with the most challenging clinical situations have an oceupationrd 
hazard — they can, unwittingly, become sleuths for psychopathology’ or 
family dv’sfunetion. Searching for individual, family’, and community 
strengths is a critical aspect of MDFP. Accentuation of these resources 
is the antidote to the pessimism that frequently^ pciwades the teen’s 
and his or her family’s lives. Knowing about the developmental tasks 
for adolescents, parents, and family balances the assessment of 
“wiiat’s gone wTong” with the instigation of processes that rctrack 

the development of all family’ members. 

16. Work the phone. The concept of a session does not have the same 
meaning as it once did. Therapists think more in terms of therapeutic 
contact, and variations of contact, with clients (and their multiple 
constituents inside and outside the family^). Telephone w^ork is a critical 
part of this therapy approach. More than sening as reminders ('M w^as 



Multidimensional Family Therapy for Adolescent Cannabis Users 





j just calling to remind you about our session tomorrow”)^ phone ealls to 

j family members are opportunities to give important new information 

; that may not have been available or offered in a faee-to-faee session, 

j They are also valuable opportunities to follow up on previous events or 

I inten^entions. Phone ealls sene mi intenention funetion with extrafaniilial 

I persons as well. Intenentions are thought of in a more broad-liased way 

j than they were previously. They do not require hiee-toTace eontaet, nor 

I do they have to oeeur within the eonfines of an office or a traditionally 

I defined session. 

j 

I 17, Graft themes. Good thenipy foeiises on events and eireumstanees that 
i have personal meaning to each partieipant. Although themes materialize 

i or beeome apparent through eontent, they exist at a level different 

from the eontent that is revealed in the retelling of life events or 
discussion of eveiyday events. A theme in a therapeutic context represents 
j ■ a reeurring part of reality; it is a different kind of ‘Truth.’’ Themes 
I point to a eonsisteney in or repetition of events, feelings, or outcomes 

! of relationships; a summarv' statement; or a eharaeterization of a 

j relationship’s core nature. These eharaeterizations of past relationships 

I or events can also be used as a reference point for future, hoped-for 

1 relationships or life themes. 

I 

I 18, Visit the school and neighborhood. Particularly if he or she is not 
j accustomed to doing such things, a therapist will sometimes avoid 

j school visits and neighborhood assessments early in therapy. However, 

j the establishment of therapeutic alliances (not exclusively with family 

members) is a eritieal caiiy-stage accomplishment in this treatment. 

I The MDFr protocol includes school eontaet and neighborhood visits 

throughout treatment. This reflects commitment to an ecosysternic 
assessment and inten^entmn philosophy. The information obtained by a 
^isit to a school, neighborhood, or juvenile justice system setting (e.g., 
family court, prol:>ation officer meeting) is eritieal to initial ease formu- 
lation and to the implementation of a comprehensive multieomponent . 
intenention. Changes in drug use will be related to changes in the real 
werld circumstances of the teen. It is not possible to intenene directly 
in all aspects of the adolescent’s environment. At the same time, it is 
vital to know' as much as possil)le about all those corners of teen and 
family life. 

I 19, Test different pathways and kinds of change, MDFF assumes that 
j multiple pathw^ays and kinds of change are possible; such combinations 

j may be neeessaiy' to change firmly entrenched drug-using lifestyles. 

I Many teens have lived in less than optimally fuiietioning families and 

j developmental eireumstanees for years. Because important assessment 

j information comes from the feedback received after intenention, 

I early-stage therapy probes for receptivity, for the patlnvays and kinds of 

j change that may be available, and for w'hieh ones may be more sealed 

I off, at least temporarily. 

I 

I 

I 

I 

1 

! 
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j Stage Two: Prompt Action and Change by Working the Themes (S weeks) 

\ 

I 

I 1. Develop from tlie foundation. Setting a treatment foundation involves 
j the articulation of themes. There may be several, and they may relate 

I to individuals, subsx^tems in the family, the hiinily as a whole, or its 

i extra familial influenees and forees. Themes ereate referenee points for 

I the treatment. These reference points induee eonsisteney and eontinuity. 

j Poetising themes and working change strategies (enactment, individual 

I emotion processing or regulation, or problem-solving work) taeilitate 

i the processes and eircumstances that can reverse and pnnide eoncrete 

I alternatives to a teenager's drug-using and problem-behavior lifestyle. 

j 

! 2. Mobilize the troops: Therapeutic leadership. Wliereas treatment’s first 

} phase offers beginning experiments in. change, in the second stage of 

I therapy the therapist mobilizes various systems, including self-s\^tems 

I (i.e., individuals), and articulates the stakes involved (i.e., often a 

j Ufe-or-death situation for a teenager). The therapist counters the forees 

j (ti.g-j pessimism in the family; dysfunctional beliefs and attitudes about 

I drugs; influential, deviant peer culture) that perpetuate the interacting 

j and often escalating negative outcomes. Barriers to change can combine 

j to produce a legacy of failure and development gone wrong, a legacy 

j made up of powerful, thirigs-cannot-ehange feelings, thoughts, and 

j behaviors. 

\ 

\ 

1 3. Increase action and change orientation. Whereas mobilization works 

in the realm of emotion, increases in action and change orientation . 
use the focused emotions to prompt new and consistent planning and 
action. Therapists must show a fierce commitment to the possibilities 
of change and communicate this commitment to the family and 
involved extrafarnilial others, in ever>^ contact with the teenager, parents, 
and extrafarnilial others to avoid a slide toward greater deviance and 
build eonneetions to prosoeial pursuits and developmental adaptation. 
Establishing concrete alternatives to drug use and the drug-using 
lifestyle (e.g., school and academic skills, general equivalency diploma 
[GED| alternatives, confronting legal problems, and options to disaffiliate 
with deviant peers) helps clients fight despair. 

4. Think successive approximations. Shaping is a behavioral psychology 
principle, a step-by-step approach to change. The change process is 
conceptualized sequentially (affective, cognitive, and/or behavioral 
elements may be present and applicable). In assessing the multiple 
developmental ecologies of teens, therapists ask, ^‘What are the missing 
aspects of the teenager’s and fcunily’s lives? Wliat set of eircumstanees 
and vviiat speeifie day-to-day activities ruid intra|.xjrsonal and inteipersonal 
processes could reverse the current development-destroving eireum- 
stances?” These questions, asked in individual, family, and extrafarnilial 
sessions, begin a change process. They are small steps that facilitate 
materialization of the missing and developmentally needed processes or 
behaviors. 
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j Once these new behavioral forms, emotions, or adaptive thoughts 

j emerge, they are helped to grow. Gradually, they are coaxed out and 

] made large in conversations that make the experiments in change real, 

j Change in one area is often used as a prelude to or a foundation for 

j changes in more difficult or challenging areas, F'or example, change in 

I a parent’s emotional reactions to a son or daughter prepfU'es the parent 

1 for changes in actual parenting practices (G.S. Diamond & Liddle, 

I 1996; Liddle, 1995; Schmidt, Liddle & Dakof, 1996). A changed 
j emotional set or response to one's teen makes a focus on behavioral 

\ parenting strategies possible. 

i 

f 

I 5. Work with the most accessible areas first. The first stage of therapy 
j involves determining areas of the parents’ and teenager’s lives that will 

be most accessible. These will not be the only avaikible areas or necessarily 
remain avmlable. In the second stage of treatment, the therapist is 
i more consistently in an aetion-prompting mode to eonfront avoidance 

I and inaction through alternative-oriented plans that attempt to create 

I newvintrapersonal, interpersonal, and contextual eireumstiinees. 

j 6. Link available focus areas to less accessible ones. MDPT therapists 
I think in terms of direct and indirect pathvvays to achieve a goal. The 

j available focal areas may often be the ven^ pathways that link to work 

j ill areas that were previously unavailable. The adolescent’s drug use is 

[ a primary^ case in point. Many teenagers deny their drug use and do not 

I accept an agenda to work on it during the first phase of treatment. 

I With these adolescents, a therapist tries to establish other focal areas 

•of treatment (e.g., problems with school or parents, legal difficulties, 
unhappiness with life) and uses these accessible areas as routes tow’^ard 
wiiat the teen has closed off from the therapist and others. Many 
teenagers, for example, become willing to talk about drug use and 
other problems in a straightfonvard way if the therapist is willing to 
do (or actually does) something eonerete for them (e.g., iiiten^enes at 
school, with probation, in family court). Process research confirms 
that, even in situations in wiiieh there is an initially poor therapeutic 
alliance, certain therapist methods change a negative alliance to a 
positive one (Diamond et al., 1999). 

i 

Getting a teen to focus on drug use in outpatient treatment can be a 
challenge. Drug tests during therapy quickly move the therapy to a 
place where drug taking and/or the consequences of drug use and 
abuse, such as legal problems, can be addressed. (See Clinical 
Guidelines: Dealing With Drugs in MDIT on page 70.) Additionally, 
using the available leverage and pressure issued by legal or school 
j authorities may be a therapist’s best course of action at the outset of 

I a case. 

I 

j 7. Make theme development more rich. WTien topics mid areas of work 
I are woven together, they become rich in definition and meaning, 

j Asking for deeper levels of details about the themes and linking previously 

j separate events enable a therapist to develop themes that are more 

j meaningful to the adolescent or parent. Focusing on life themes 
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I (such as ?i eonclusion about one's life at a particular time) and the 

j emotions that aceoinpany them can be a motivating force. The direction 

j for new and future actions can be inherent in that. Using themes as a 

I reference point in therapy provides a focus, including a focus on the 

j dav-to-dav ehmiges that are the local pathway out of eun-ent eireumstruiees. 

i ' ■ ' . ■ 

j 8. riiink and work in all modules. A multidimensional model implies 
I working in a number of realms simultaneously. It is possible to focus on 

i core themes, keep these areas primaiy- during the middle phase of therapy, 

i ruid check iji and work minhnally in other oicas. Certainly time limitations, 

I caseloads, and accessibility may hinder this principle's implementation 

I with any given client. But a multidimensional model of change requires 

I a multidimensional intenention methodology. This necessitates the 

{ therapist's not allowing his or her therapentie focus, particularly in the 

I middle stage of treatment, to become so concentrated on one area of 

j work that other important areas are ignored. This principle works with 

j number 7. The therapist must focus on important areas of work and, at 

} the same time, be in a position to incorporate other focuses if needed. 

1 The therapist's sound judgment allows this dialectic to stay fluid and 

j productive. 

j 

j 9. Storyboard it: Think in sUiges. The idea of stages also applies to smaller 
I units of work. Thinkijig iji terms of stages in a session can facilitate 

I goals for any given meeting or treatment session. Preparing for a 

i session by breaking it up into parts requires clear thinking and careful 

I planning. Using stoiyboards (visual scripts) in therapy is a way to 

\1sualize the steps that might be involved in facilitating a particular 
in-session (short-term) outcome (Liddle, 1982). 

A session in the middle phase of treatment is often eoneei\^d of as a 
three-act play (plot and stor\' development, conflict, resolution). The 
first aet sets the stage. Individual sessions with a parent or teenager 
may determine the agenda and develop the details that will be worked 
out in a joint session. The second act, the middle of the session, may 
involve an attempt to address issues that have been unresolved in a 
faee-to-faee joint session (parents and teenager). Thenipists tiy to 
create an appropriate environment to help family members improve 
the w'ay in W'hieh these issues have been addressed thus far. The goal is 
concrete progress in addressing these issues in a reasonable, step-by- 
step manner (a positive step in and of itself if they are addressed in 
1 adaptive w^iys) (G.S. Diamond & Liddle, 1996, 1999). Again, thinking 
j in phases, the third part of the session may involve an intentional closing 

I up of the W'ork for that day, an attempt to create a certain cognitive 

I frame around these events, and setting the stage for the next attempt 

j at moving the relationships and issues along. This may occur between 

I sessions or at the next formal session (in the home or in the clinic), 

j The storx'board is a session plan that flow's directly from the ease 

j conceptualization; it has continuity with the therapist and family's 

j previous work together. A upieal middle-stage session is articulated 

j before the session stru'ts in the imagination of the thempist and supenisor. 



Multidimemional Family Therapy for Adolescent Cannabis Users 



I 10. Think of crises, slips, and detours as opportunities. Experienced 
j therapists know that crises, slips, and detours are usable. Crises are 

i used to refocus and request even more effort from the involved adults, 

j A teenager’s relapse or slip demands attention; perhaps the inten'cntion 

j needs to be recalibrated. A detour may indicate that the direction and 

I strategy are faulty and need immediate rerouting or adjustment 

1 (Liddle, 1985). Perhaps, roadblocks are being created by extrafaniilial 

1 people unwilling to give the teenager another ehanee. All these situations 

1 require ereathity and a nonreactive mindset about unpredietable 

j events. Important information is being conveyed in the unantieipated 

j or negatiV'C therapeutic event; it is important to craft a response that 

j maximizes the chance that the event can be used therapeutically and 

j as an opportunity to take further steps uward needed change. 

11. Use family enactment. Enactment is the art of helping a family have 
a new kind of conversation about w-hat are usually difficult topics 
(prompting and shaping new’ kinds of interactions). Enactments happen 
spontaneous!)- in family intemew^s and can be seen wdien a family 
demonstrates, through conversation, an aspect of its interactiomd 
I problems right in the session (interaetions of family members are 

I consistent, and, in the context of therapy, as elsewdiere, these patterns 

1 show^ theniselves). The therapist tries to instigate interaction because 

I interaction is a manifestation of the relationships that are, in part, 

j related to the creation and perpetuation of problems. Thus, family 

j interaction is one target of change, and developmental knowledge 

I guides and informs enactment. 

Enactment refers to theoretical principles about the change process 
(including prompting or shaping of iiew^ behaviors) and active therapeutic 
methods to prompt change (actions to foster new kinds of dialog about 
important topics). The middle phase of therapy is the one in which 
enactment is given significant play. 

Enactment is difficult for most therapists — it raises the emotional 
I temperature in sessions and sometimes prompts the displeasure of a 

j family member tow-ard the therapist. Therapists must overcome their 

j fear of setting up and creating enactments. Knowing enactment allow^s 

I the therapist to conduct a fully multifaceted and orchestrated set of 

I inter\’entions. 

I 12. Work the sequence: Receptivity, skills, opportunity and context, 

{ practice, introduction of variation, generalizing. A therapist should 

I conceive of a sequence of interaction l)etw'een two or more persons as a 

j unit of a broader context of interaetion and interaetors. These interae- 

I tional sequences break old relational molds and create what Minuchin 

j (1.974) called new- relationship realities. Attention to the small details 

j of indhidual reactions in a sequence often provides clues for how- to 

j shape the interactional sequence (Diamond & Liddle, 1999; Liddle, 
1995). 
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13. Work die core sessions (diink domains, people, and topics). Although 
there are core aspects to MDFf treatment, MDFT is not run on a 
programmed, session-by-session basis. Treatment is organized according 
to modules. For example, the therapist aims to help each parent in 
that individual's parenting role and personal life. The rationale is that 
ehanges in parenting practices lead to improved funetioning and 
welbbeing in nonparental realms. With teenagers, it is neeessarv' to 
specify areas of developmental need and make these areas important 
treatment focuses (examples are identity development, psychosocial 
eompetence, and balancing autonomy with eoimeetedriess to family). 
The developmental knoivledge bases mentioned previously can help 
determine what the core treatment emphases ought to be. 

The therapist asks, “What actions need to be taken or can be taken to 
create alternative experiences and new organization in this adolescent's 
and family's lives that counter the previous deviance- and drug-related 
lifestyle patterns?" A sense of “Wdiat's missing in this picture?" thus 
applies to interaction in a session as well as to sequences or eourses of 
action (generating alternatives) that prompt action outside sessions 
(e.g., school interv'ention, inerccased monitoring, change in family routines). 

Stage Three: Seal the Changes and Exit (4 weeks) 

1. Remember that time is an important treatment dimension. BecauvSe 

. the treatment program is delivered in 3 months, the therapist's eveiy 
action must be guided by time. 

2. Make an honest appraisal of current status. The treatment's final 
phase, especially in this, relatively short-term, time-limited version, 
depends on a brutally frank CvStimation of what has and has not been 
aceomplivshed in treatment. The therapist should seek a “good-enough" 
focus and determine which core change targets will be sufficient to 
create immediate and (it is hoped) lasting change. Change includes 
avoiding a slide toward greater dysfunetion, gravitating toward deviant 
peers, and deepening disaffiliation with school and other important 

. social institutions, including the youth's family. Altering the trajeetoiy 
of and pull toward greater dcAianee by making sure that problem 
behaAiors do not become more severe can be a major aecomplishment 
in itself. 

3. Accept “rough-around-the-edges” outcomes. Roiigh-around-the-edges 
is a phrased used to describe potential perfectionism or standards 
about changes that maybe too high (on the therapist’s part). Its 
connotation is that it is helpful for the therapists to be mindful of the 
diffieulties of any kind of change attempt and of the dangers in holding 
a teen or family to too high a standard. It is not yet kii(n\Ti which kinds 
of ehanges (e.g., ehanges in peer status, family ehanges, ehanges in 
individual skills or eornpetenee) are the most influential mediators of 
bottom-line outcomes such as drug use and abuse, but even a partial 
change may be sufficient. Abstinenee and the development of an 
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j rHltenuitive to the drug-using and drug-abusing lifestyle of the teen are 

j an unequi\x)cal go«al of MDIT. 

I 4. Emphasize and malce overt tlie changes in any and all domains. The 
j therapist's exit is the elient's new beginning: The family and extrafainilial 

I others remain. One important aspeet of the final phase of therapy 

I includes establishing nie«aning for the changes that have oeeurred and 

! putting into words some of the changes that may yet have to be made 

1 (i.e., constructing bridges to still-needed changes). It is important to 

I emphasize that family members have each other and, it is hoped, other 

j sources of support mid guidance as well. The specific sueeesses and 

I accomplishments of therapy are discussed and used as evideriee of and 

j i^rompts about how new crises or problems will be handled. The frunilv's 

new skills are used to help them exit from the treatment program. An 
emphasis is placed on the adoleseent's continued orientation toward 
I self-care, development, and health, including his or her involvement in 

I prosoeial aetmties, and the family's eapaeity to support continued 

! progress — facing normal developmental tasks. 

t 

j 5. Assess next steps and future needs. Needing future senices is not 
! thought of as a sign of failure. Recall that a teenager and his or her 

j family have completed a 3-rnonth treatment. 

I 

j 

j Although treatment occurs in 12 weeks in MBIT, it is important to keep 

I the following points in mind: 

1 

1 

1. Method is a variable, and so is time. A critical dimension in the G\T 
study was the amount of time that was available to see a teenagei* 
and his or her family. The amount of time is a given and presents an 
interesting scientific and intellectual dimension on which to evaluate 
treatment. 

2. Look beyond once-a-week therapy. Although there is a fixed period of 
time within which the therapy must be delivered, there is flexibility 
about how much time can be spent with the ease during the 12 weeks. 
Certainly caseloads and a family's receptivity to an intensive model (an 

j undeveloped area of clinical research) will affect how niueli time a 

j therapist can spend on each ease per week. 

i 

I 

j 3. Look beyond “in-the-roond' treatment. Another critical barrier that 
I must be overcome to consider this treatment a true ecological therapy 

{ is where the ser\iees will be provided. Just ;is “sessions" ha\-e an expanded 

j meaning (e.g., some occur on the phone), expansions of how much 

j therapy occurs (beyond once a week) mid where it occurs are critical 

j for the therapist to understand. 

I 

I Modules Are Intervention Targets 

1 

t 

I 

j Four focal areas (or modules), each of which is a prlmar\' developmental 
I arena, organize treatment: (1) adolescents, (2) parents and other family 
j members, (3) family interactional patterns, and (4) extrafamilial systems of 

I 

I 

I 

I 

I. 37 



Part IL MDFT Approach to Cannabis Treatment 



I influence. The adolescent foeus includes the adolescent and his or her peer 
I world. The parent focus includes parents (biologied, step) and parent figures 
I (informal or unofficial caretakers) and other faniily ineinbers and extended 
I faniily who may or may not live nearby. Family interaction coneerns the 
j transactional s>^tem made up of the parents, family, and adolescent. 

I Extr^ilamilial focuses ineliide significant others and other sv’stems external 
I to the fmnily. 

I 

j Whole and Part Thinking 

] 

I The rnultiple ecologies in which teenagers reside are both wholes and parts 
j (see whole and part thinking in Appendix v\. Key Terms and Abbreviations), 
j ^^^ule funetioning as “whole” biopsyehosocial units, families are also part of 
j and influenced by other sy’stems of input, and organization. A therapist's job 
j is to understand each system or ecology (family, school, peer, community) 

{ as both a whole ami a part and to devise inteiwentions that fit. this conceptual 
j framework. Interxentions target processes within subsystems as well as 
1 processes that are happening or need to happen between subs^^tems as 
I well. 

I 

I 

i Multiple Domains of Simultaneous Intervention 

I 

I Wfliat are the intenentional implieatioiis of this perspective? Each of the 
I four modules has aspects that could be understood jis distinct from the others, 
j Together, they represent the adolescent's psychosocial world. Each area is 
one of the multiple “locales” in which assessment and inter^ention oeeur. 
These domains reflect organizational units in which risk and dysfunction- 
producing processes oeeur. They could also be considered the multiple 
patlnvays to follow to activate different versions of change or to instigate 
changes in one area with stage-specifie processes in mind. The primary 
j treatment goal is to alter development of the adolescent and his or her 
I social context in a way that establishes healthy socialization and development, 
j If adolescent drug abuse is a manifestation of a particular lifestyle 
j (Newcomb & Bentler, 1989), then it is the lifestyle that needs to change, 

I 

Intenentions are a scries of small steps that occur sequentially, partly by 
design and partly according to feedback recalibrated or revised in mierose- 
quential human interactions (laddie, 1985) moving uward positive outcomes 
in various functional domains. 

I 

I 

I Each MDin^ module — adolescent, parent, parent-adolescent interactions 
I and extended family, and extrafamilial systems (Liddle, 3999) — is critical to 
j the change process. Each contributes to the creation and continuation of 
I the drug taking and related problem behaviors, ;is well as to the possibilities 
I of changing the life course to turn it away from the developmental detours 
I of drugs and delinquency. The modules relate to empirically established 
I areas of risk and protection for youth and families, as well as to knowledge 
j about how adolescent drug abuse and related problem behaviors begin, 
i continue, expand, or end. 
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Intet'ventiom With an Adolescent 

Est^iblishing a therapeutic alliance with a teenager is distinct from a similar 
effort with a parent. It is critical to establishing the foundation of treatment 
and creating eireiimstaiiees under which treatment can progress (G.M. 
Diamond 8c Liddle, 1996; Schmidt, Liddle & Dakof, 1996). Just as there are 
developmental taslts in life, so there are developmental stages in therapy. 
This first-stage work is called adolescent engagement intenentions (AEIs), 
which include: 

• Presenting therapy as a collaborative process 

• Defining therapeiitie goals that m*e meaningful to the adolescent 

• Generating hope by focusing on the adolescent's internal loeus of 
control and by presenting oneself as an ally 

• Attending to the adolescent's experience (Diamond et al., 1999). 

Diamond and colleagues (1999) demonstrated liow initially poor therapist- 
adolescent alliances can be improved. 

Alliance-building intenentions occur in both individual and family sessions 
(Liddle, 1995). It is important for therapists to understand the need for 
(and inevitability of) different therapeutic alliances wnth each family member. 
Therapeutic alliances also exist with outside systems. Adolescents must be 
made to feel that the treatment program can meet some of their needs and 
that they can gain something by coming to treiitnierit (Liddle, Dakof & 
Diamond, 1991). Research has revealed that a focused and systematic use 
of certain cultural themes (e.g., the journey from boyhood to manhood) 
enhances early-phase engagement as well as the middle-phase work with 
adolescents. (See The Adolescent Subsystem Module on page 54 | Jackson- 
Gilfort et al., 2001].) Although the field is still learning about similarities 
and differences between male and female adolescent drug abusers 



gender-sensitive strategies for formulating and addressing the unique needs 
of female drug users within the context of family-based treatment (Dakof, 
2000 ). 

The therapist helps teenagers lemn how to (1) learn more about their feelings 
and their thinking patterns, (2) eomniunieate effectively with parents and 
others, (3) effectively solve social problems, (4) control their anger and 
impulses, and (5) gain social competence. Much of the work consists of 
preparing parents and adolescents in individual sessions so that they can 
come together in joint sessions to ta\k about issues that have meaning for 
them. Individual time with adolescents is used to develop altenuitives to 
impulsive and destructive coping behaviors such as drug and alcohol use. 
Achieving therapeiitie objectives with the adolescent requires the therapist 
to contextualize intenentions designed to enhance social and life skills in 
the peer eulture and address the intluenee of life on the streets. The therapist 
is systematic and detail oriented in pursuit of the facts of street life as well 
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j as of the adolescent’s pereeption of that life and its eonsequences for his or 
I her future. In this way, the therapist facilitates the process of engaging the 
j adolescent with prosocial peer influences and positive faniili«al influenees. 

I 

I Intei'ventiom With Parents and Other Family Members 

\ 

\ 

i Interventions with parents 

t 

j 

I The primaiy objeetive of MDFT is to reconfigure the drug-using and 
i deviance-prone lifestyle of the teenager with a replacement lifestyle, literally 
i a new way of being in the world. This new way of living is characterized by 
I more prosoeial pursuits, including a more adaptive and active connection 
I with institutions of socialization that Iteep the teen from continued 
I deviance and easy access to drug-using and delinquent peers. This involves 
I retraeking the teeirs development, 
i 

j /Vn adolescent’s symptoms may be related to outside factors and forces, 
j MDFT inten'enes niultisy^ternically with many different forces in the teen’s 
I life, and the adolescent’s parents are a source of influence. MDFT has a 
j stepwise way of reaching parents. This procedure parallels the sequenced 
j w^ay teens are reached in the first phase of therapy. Parenting relationship 
j inten^entions (PRIs) (e.g., enhancing feelings of love and commitment, 
i validating parents’ past efforts, aeknowiedging difficult past and present 
i circumstances, generating hope by increasing parents’ internal locus of 
i control, generating hope by presenting the therapist as an ally to the parents) 
j w^ere designed to close the emotional distance betw^een the parents and 
adolescent (Liddle et al., 1998). These can enhance parents’ indixidual 
functioning and, in turn, enhance their motivation and willingness to tr)’ n 
new kind of relationship with and parenting strategies for their adolescent. 

Damaged or disrupted attachment relations are linked not only to adolescent 
dy’sfunction (Allen, Hauser & Bonmin-Spurrell, 1996) but also to impaired 
parental functioning (Hauser, Pow-ers & Noam, 1991). The ultimate aim of 
PRIs is to increase parents’ eommitment and involvement with their 
adolescent, even with can adolescent who has abused drugs and is seriously 
involved in eriminal activities (Schmidt, Liddle & Dakof, 1996). Therapists 
then foster parenting competency by supporting consistent and age- 
appropriate limit setting and regular monitoring of school attendance, 
school performance, and other caetivities. 

I 

I Interventions witli otlier family members 



I 

j 

i 

I 

! 



Although work with the adolescent drug «abuser cand his parents is central to 
MDFT, the approach recognizes that t)ther family members often play key 
roles in drug taking and m«aladaptive patterns of teenagers. Siblings, adult 
friends of parents, and extended family members are taken into account 
during assessment and inten'entions. Indhnduals wlio play ke\^ roles in the 
teen’s life are invited to p«articipate in family sessions, or sessions are held 
with these individuals alone. Cooperation is achieved by stressing the serious 
circumstances the youth is facing at the tirne of therapy (e.g., school 
expulsion, arrest, juvenile court problems) and the need for all significant 
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j Others (pcartieularly adults) who can influence the adoleseeiu to join forces 
j in an organized, alternative-seeking manner. 

I Inten^entions lo Change the Parent-Adolescent Interaction 

j Once the therapeutie foundation is sueeessfully established with adolescents 
I mid parents through therapeutie jillianees, explaining the treatment program, 
i lieginning the process of formulating goals with the parents and teen 
I separately, and increasing parental involvement with the adolescent, the 
j therapist requests direct change in the parent-adolescent relationship. 

I Enactment is the foundation for facilitating change in the relationship 
I domain (G.S. Diamond & Liddle, 1996, 1999). /VI though the parent- 
I adolescent relationship is a focal topic with both the parents and the teen 
individually, it is in joint inteniews that the relationship can be obseiwed 
and assessed directly and the interaction between parents and teen shaped. 

I 

I llistorieally, a fundamental aspect of all family-based intenontions has been 
! targeting theoiy-speeific dysfunctional family interactions, whieli wore 
j associated with the development ajid eontiriuation of problejii behaviors, 
j Although contemporarN' family-based models may include mmiy other targets, 
j assessing and tiying to change family interactions remains important. 

1 These problem interactions may be (1) current manifestations of problems 
I that began as developmental struggles (e.g., increasing independence for 
j the teen), (2) problems that have growTi or evolved over time (e.g., 
j noncompliance, school problems, affiliation with deviant peers, drug use 
I and delinquency, legal problems, and family disengagement and despair), 
j or (3) events such as family crises (chronic or acute) or traumas (e.g., 

! parental substance abuse, physie;il or sexual abuse, physical abandonment). 
Studies have illustrated how changes in family interactional patterns are 
related to changes in the symptomatic behavior of children and adolescents 
(e.g., Alexander et al., 1983; Mann et al., 1990; Robbins et al., 1996; 
Szapoeznik et al., 1989), including changes in the in-session behavior of 
drug-abusing teens ((3.S. Diamond & Liddle, 1996; Schmidt, Liddle & 
Dakof, 1996). 

j An early marker of progress in the parent and adolescent relationship is 
I how^ discussions are handled. Initially, the basic focus is on a “first things 
I first” philosophy. Therapists work on l)asic eommunieation skills ?md patterns 
i (wSee Bolton, 1979). For instance, emi the parents and adolescents state 
1 their points of view? Can they listen and indicate that they heard the 
j other's point of view? Excessive blame, defensiveness, and reerimination are 
j eharaeteristics of early-stage conversations and indications of the troubles 
i that the relationship has seen. 

i ( 

j Therapists understand that a session or any discussion creates a context. 

I ' Over time, new experiences of the other individuals and of the self, as well 
I as the new outcomes from the new kinds of conversations, contribute to 
I new relational outcomes. WTien parents and tlieir adolescents come together 
} and relate in new w.ays, the adolescents become more confident and 
} eonipetent in expressing their needs and addressing their responsibilities 
{ and parents become less likelv to abdicate their roles as parents and more 

I 

1 

I 

J 

I 
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likely to provide support, which sene as a buffer against tlie adolescent’s 
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involvement in substmiees and deviant peer groups. Family relationships can 
change; ehanged family relationships, nianifested in new emotions l:>eing 
expressed and new interactional patterns, eontribute to reductions in 
adolescent symptoms and gains in prosoeial behavior. 

lnte7ventio7is With Sy$te77is Exter7ial to the Fa7nily 

MDFT targets multiple realms and aspects of the adoleseent’s functioning 
for change. The family has not been found sufficient to create or maintain 
change in all cases, particularly when the teen’s and/or parents’ level of 
funetiorial impairment is high. Wlien external forces conspire against 
change or adoption of prosoeid eompeteneies, the need for well-organized 
and integrated multisystem work becomes acute. Multisystem inten-entions, 
including those that rescjuble ease management, are thei*apeutie, partieulaiiy 
when coordinated with individual and family inteiwentioJis. 

Common examples of multisystem inteiventions include the following: 

• If a parent is ovenvhelmed, help in negotiating complex bureau- 
cracies or in obtaining needed adjunct senices may be critical. 

• Parents may need help in obtaining services related to housing 
and medical care coverage. 

• The teen may need help with transportation to job training or 
self-help programs. 

A high level of collaborative involvement is projnoted among all the systems 
to which an adolescent is cormeeted (e.g., school, work, tutoring, job-training 
programs, juvenile justice appointments). When the adolescent is involved 
with the juvenile justice system, intensive working relationships are swiftly 
established with the probation officer or other court staff eonneeted to the 
adolescent. Therapists also routinely meet with school personnel for ease 
consultation and to help the school understand the treatment and its focus 
on school attendance and performance. Work with the family and the 
adolescent alone focuses on devising plans for improving the teeivs 
school-related l:)eluivior (i.e., removing obstructions to school attendance 
and improved performance). Other intenentions may include promoting 
consistent monitoring by institutions and advocating for the adolescent’s 
special educational needs. 

Therapeutic Case Management 

Practical tips for integrating therapeutic ease management activities into 
an overall intenention plan are listed in Table 1. Therapists should maintain 
a current file of all available resources in the region ^uid the names and 
numbers of the appropriate contact persons. Therapeutic ease nianagement 
pro\ides wTaparound semees that alkw the adolescent and family to receive 
solid, practical support while they learn to function differently. These 



cod') 

cTcD 




Multidimensional Family Therapy for Adolescent Cannabis Users 



i iiiten’ciitions iilso can stabilize a family in crisis and keep the teen and 
j family in the treatment program. 

j Table 1. Procurement and Organization of Resource Information 



Outside 'Fasks 



1. Research all resources in the geographic area that would be useful to 
the MDl^ treatment model: 

A. Schools — Multidiseiplinmy teams, altemative schools, GED programs, 
tutoring programs, vocational and technical schools, etc. 

B. Jobs — Job training, vocational education, etc. 

C. Prosocial Support — Mentoring, park and athletic programs. 
Alcohol ies Anonymous (AA), Narcotics Anonwnous (NA), parent 
groups, aftersehool activities, psyehoedueational workshops, etc. 

D. Economics — County and/or city social seniecs, State and Federal 
economic seiviees (Aid to Families with Dependent Children, 
Supplemental Security Income, Telnporar^^Assistanee for Needy 
Families, etc.), emergency food, shelters, eharities, housing 
programs, U.S. Department of Housing and Urban Development 
programs, etc. 

E. Medical — Medicaid, Medicare, medical and dental programs, drug 
prescription seniees, optometrist and eyeglass seniees, family 
planning, etc. 

F. Other — Court programs, police department programs, juvenile 
justice and probation procedures, the Immigration and 
Naturalization Sendee (INS), etc. 

2. Meet with resources to determine their appropriateness, gather 
direct information on their use, and make contacts. Visit sites, tour 
facilities (including detention centers), and meet staff. 

3. Regularly update the resource file and contacts. 



Case Management 'Fasks Related Therapeutic Tasks 


Schools 


1. Monitor attendance of 
those clients wdio attend 
school daily. 

2. Compile attendance and 
in-sehool behavior 
(suspensions, detentions, 
etc.) records monthly. 

3. Pick up school records. 

4. Monitor parental receipt 
of and signatures on all 
school reports and forms 
(e.g., report cards, interim 
progress reports, w^cekly/ 
daily progress reports). 


1. Assess client needs. 

2. Assist in curriculum planning. 

3. Advocate for the client with 
the school system. 

4. Assist parents in processing 
interactions with the school 
system. 

5. Educate parents about the 
school system; enable them to 
affect the process. 

6. Discuss inteiventions and 
outcomes with the client. 
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Table 1 (continued). Pmcurement and Organization of Resource Information 





Case Management Tasks 


Related Therapeutic 'Fasks 




5. Attend school meetings 
and conferences and multi- 
disciplinar\^ team meetings. 

6. Maintain active contacts 
with schoolSj alternative 
education programs, etc. 

7. Monitor contact and 
progress with tutors. 




Jobs 


1. Make refernds to 
appropriate agencies. 

2. Take the client (parent or 
adolescent) to appoint- 
ments at job agencies, to 
vocational education, or to 
inteniews. 


1. Assess client needs. 

2. Discuss inten-entions and 
outcomes with the client. 


Pro- 

social 

Support 


1. Monitor attendance at all 
prosocial activities. 

2. Take clients to 12-vStep 
meetings and record all 
meetings. 

3. Facilitate parental access 
to support groups and/or 
12-Step meetings as 
necessaiy. 

4. Evduate the appropriateness 
of recreational activities in 
terms of content, staff 
competence, and rapport. 

5. Determine costs, hours, 
and attendance 
requirements. 

6. Take the client to meet 
staff and enroll him or her 
in activities. 

7. Accompany client to 
activities as necessmy. 

8. Facilitate and monitor 
mentor contact. 

9. Conduct nightly and 
weekend check-ins by phone. 


1. Assess client needs njid 
interests. 

2. Determine which activities 
are most appropriate for the 
client. 

3. Determine whether an 
inere4'ise or decrease in 
attendance at activities is 
necessaiy. 

4. Discuss inten-entions and 
outcomes with the client. 
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i Table 1 (continued)* l^rocureinent and Orj|anization of Resource Infonnation 





Case Management Tasks 


Related Therapeutic Tasks 


Eco- 

nomics 


1 . Facilitate access to all 
available monetaiy^ vseniees. 

2. Take clients to apply for and 
obtain services as neeessaty. 

3. Maintain updated contacts 
with providers. 


1. Assess client needs. 

2. Set up a plan with the client 
to determine how' to best 
meet his or her needs. 

3. Attend meetings with seniee 
providers w'hen the client’s 
behavior has affected receipt 
of seniees. 

4. Discuss inten'cntions and 
outcomes with the client. 


Medical 


1 . Facilitate healthcare seniec 
access. 

2. Make referrals to or 
appointments with 
appropria te seni ees . 

3. Take family members to 
appointments with health- 
care providers as necessaiy. 

4. Obtain reports or results 
from providers as neeessaty^ 

5. Visit family members at 
inpatient facilities w'hen 
appropriate. 


1 . Assess client needs. 

2. Confer with medical profes- 
sionals about the client’s 
health needs, particularly with 
psychiatrists about medication. 

3. Implement human immunodefi- 
ciency virus (HI\0 inteiwention. 

4. Discuss interventions and 
outcomes with the client. 


Othei' 


1. Malve refeirals to appropriate 
programs. 

2. Maintain contact with 
juvenile probation officer. 

3. Conduct daily check-ins 
with the client about 
conditions of probation. 

4. Attend court hearings as 
needed. 

5. Visit the client in detention 
as nccessaiy. 

6. Take family members to 
INS appointments as 
nccessaiy. 

7. Take the client to 
appointments. 


1. Assess client needs. 

2. Advocate for the client wiien 
appropriate. 

3. Make court appearances when 
nccessaiy AND when the 
attorney’s agenda fits in with 
therapeutic plan. 

4. Discuss interventions and 
outcomes with the client. 



j Sample narrative* It is important to orient the adolescent and family to the 
{ MDFT treatment program. Explain to the parents and adoleseent the practical 
I focus on cxtrahunilial systems and activities. The following excerpt comes 
! from a first session and illustrates how therapists typically explain the 
1 program’s extrafaniilial focus. 

! 
i 
( 

I 
I 
I 
! 
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j Therapist: [to Mrs. Jones and Willis] Part of what we're tiying to do 

j is to find out the different sides to every stoiy. 

I [to mother I Are there things that yoirre not happy with? 

I Are there diings that you want to see him domg? Von had 

I hopes for him, dreams for h im. 

\ [to «adolescent] Willis, pan oftvhat J will do is to get to 

i know you a. little hit, to get to hww where you stand on 

i some things, what you'd like to see change, and Pll tiy to 

\ help you find a %vay to deal with things in a way that 

I works better for you and for your mom, too. 

j 

I [to both] Our program gets involved with the social 

I zvoikers at pi'obation. I knotc Miss S. [social %vorker]. 

j I'll be calling her to say that Willis is in our program. I 

I %vill keep connected with her arid keep tabs on what is 

j happening there. 

j If there are problems in the school, I will get involved 

j there as well. I always like to let diem knoxc we're on the 

I scene, %ce're %vorkii}g on the same team really, tiying to 

I get th ings light for Willis. Sometimes kids have had tirmblc 

! in school, and it's helpful if we're able to go to bat for 

\ them a little bit. We might say, ''Could you slow things 

i dozen? Don't kick this kid out; zce're tiying to stop the 

slide — zce're tiying to do somediing good here." 

What I'm saying is that there are some things outside this 
room that I get involved with. So I'd lilze to encourage you 
to call me between our meetings and say, "this or that 
happened" or "the school called." If something comes up 
at home, if there's an aigument — a problem — either of you 
can call me. It's not just when you 're here, hut I'm diinking 
about these things all the time. Don't forget that I'll be in 
touch zcitli other people zcho are involved with your 
situation, too. So I zvanted you to he azeare of that pan 
of our progmrn. 

Today is oitr first meeting and it's real important for me 
j to find out from you, Mrs. Jones, and fixnn you, Willis, 

j zchat's going on zeith each of you. Can I meet separately 

I zvith each of you now? Then we'll all come hack together 

I at the end of our time today. 




The Three Stages of Treatment: An Indepth View 
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MDFT treatment unfolds in phases, but like all stage models, it has 
variation and overlap between the stages. 



Stage One: Build the Foundation 

The early work of therapy involves establishing an alliance with both teens 
and parents. These are distinct relationships, with their own courses, 
expectations, and contracts for what therapy can and will be. Success with 
one in no way guarantees success with the other. The alliance betw-een 
therapist and parent, for instance, does not necessarily predict an equal 
working relationshii-) betw-een a therapist and teenager. An effective 
therapist-parent relationship may, in fact, lead to difficulties in the 
therapist-teenager allianee. MDfT thus goes to great lengths to ensure 
that excessive focus on parental issues does not transform therapy 

into parent therapy. 

Adolescents are able to discuss some, but certainly not all, aspects of their 
lives with their parents. They remain in contact with a healthy, vital peer 
netw'ork and sphere of activities. The therapist connects and at times 
translates the parents' and adolescent's experience with each other. Seeing 
the adolescent and parents separately throughout therapy accentuates this 
function. 

However, the instigation of these engagement and reconnection processes 
is no small feat, given the degree of often longstanding emotional distance, 
disenchantment, and hostility evident in these families (Burke & Weir, 

1978; Mann et al., 1990). Living in environments such as these exacts a 
severe psychological price (Rook, 1984). A critical step in reconnecting the 
parents and adolescent occurs at the outset of therapy. Without success in 
this area, the dierapist's efforts at relationship repair often remain incomplete. 
This ehallenging therapeutic task depends on the engagement of the 
teenager in treatment. 

Engaging the adolescent 

At the outset, the teenager is helped to feel that therapy can address his or 
her eoneerns. The adolescent is assisted in formulating personal thoughts 
and feelings about his or her life and family and over time is helped to 
express some of them to his or her parents. In the beginning phase of 
MDFT, the therapist helps the teenager articulate a different agenda from 



that of his or her parents. (Sec Adolescent Engagement Intenentions on 
page 62.) 
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Key Concept: 

Alliance building begins with demonstrating genuine interest in and 
eomniitinent to the adolescent's well-being. 



These adolescents coninionly feel disrespected and abused and believe 
themselves to be hardly worth listening to. Most often they are told to ‘'just 
listen and be quiet." Many people such as members of their families, sehool 
personnel, and probation officials have agreed on the undesirability of the 
teenager's behavior and/or personality. MDFT aims to ereate a new experience 
for the adolescent, one in keeping with some of the most basic elements of 
any eounseling relationship. Alliance building assumes genuine interest in 
and commitment to the adolescent's well-being. Presenting the possibility 
of a relationship in which the teen will be eared about, respected, and 
listened to is a basic first step of engagement. For an adolescent to be 
sueeessfully included in family therapy, the therapist must believe that it is 
important to elicit the teenager’s stoiy and, further, that it is in evem)ne's 
best interest to attend to the teenager's needs and complaints. This module 
suggests a way of engendering such collaboration. 



Setting a foundation is crucial. Wliat follows emirnerates key aspects of the 
therapist's message. More detailed transcript versions of this approach are 
available elsewhere (Liddle et al., 1992). The messages contained in the 
sample sentences (itcdics) in this module are intended to stimulate a 
discussion with the adolescent. 



This therapy is for you. too. 

Adolescents enter therapy under various circumstances, most of 
which deter engagement. The wise therapist (i.e., one who is 
interested in including the teenager in treatment) is one who 
immediately and sueeessfully addresses a common teenage lament: 
that therapy cannot help them and that therapy is simply something 
their parents want. 

I can and will he on your side at least some of the time. 

This works as an allianee-building theme. Family therapy with 
adolescents necessitates multiple alliances, all of wiiieh need 
constant attention. Teenagers are often surprised by the therapist’s 
genuine interest, respect, and support. 

It is possible that your parents do not imderstand you. 

By bringing this content into the therapy, the therapist establishes 
the need for parental understanding of their adolescent's feelings. 

They may not knmv eno'ugh about who you are, who you ate becoming, 
what your life is about, and wluxt your intetests and ambitions are. 
The interpersonal and social context of the teenager's experience is 
vital. Troubled adolescents often feel alienated from their parents, 
indeed from life itself (Harlow', Neweomb & Bentler, 1986; Newoomb 
& Bentler, 19SS). 
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I Some aspects of who you are will always remain piiroate Owe can 

\ talk about this between lus if you like)^ but it is irnportant for your 

1 parents to hum- about some of what is going on 'With you. 

i Therapists should be sensitive to teenagers' boundaries, espeeially 

I those pertaining to information that they may want to keep private, 

j Aeknowiedging this is eritieal. Therapy must be a plaee where the 

I teenager not only ean express himself or herself but also ean be 

j heard. 

I 

i 

! Adoleseent development literature has long reeognized identity formation 
I and development as important tasks for teenagers (Erikson, 1968) but only 
I reeently has doeumented their intimate eonneetion to positive family 
! relations (e.g., Grotevant & Cooper, 1986; Hauser et al., 1984; Youniss & 

{ Smollar, 1985). Thus, indepth knowledge of adoleseent development guides 
I a elinieian's thinking and behavior. This aspeet of the module also eonnects 
j the adolovseent's reeognition of problems in his or her life to those in the 
j family. 

I 

I 

I lV7ien your parents understand you and know you more fully, they 

j can appreciate wlKityou aie going through [e.g., adoleseent transitions, 

j resentments about the past]. 

j The interpersond or soeial aspect of the adolescent's experience 

! continues and is made more complex by diseussing the parents' 

I response. Parents are not the only family members who feel hopeless 

1 about change. Teenagers frequently manifest their hopelessness by 

j not believing their parents ean behave differently toward them. It is 

j important to address the parents' lack of response to the teenager 

in the past while being positive about the possibility of change. 

When your parents begin to understand your expenence, it may be 
possible for them to change the way they interact %(Dith you. I will help 
them %vith this. 

MDirr assumes that families ean be better and that parents ean do a 
more effective job of raising their teenagers and earing for eveiyone's 
! needs. Therapists are bound by an ethical code as well as a code of 

good sense not to make false promises in therapy; nevertheless, it is 
imperative to be a spokesperson for change. This is espeeially critical 
with teenagers and their parents, who frequently have had years of 
shared failure and pain and who have often been told by outside 
I agents that their child or teenager is beyond help. 

I 

j / can help them with the sort of change they need; this is beneeen me 

\ and them (e.g., your jyarents can O’eat you better, or their marital 

i problems are not for you to get caught up in; leave that to me). 

j The adolescent worries that no matter what he or she does, his or 

j her parents cannot change toward him or her. The therapist must 

anticipate the teenager's realization that not evejy change should 
j be up to him or her. The therapeutie agenda is defined as a mutual 

j struggle to deal with the neeessarx' transformations in family relations 

j (Hill, 1980). Another aspeet of this situation eoneerns clients with 

I pressing marital problems. Here, the therapist reassures the teenager 
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I that although he or she knows full well the marital troubles that 

j may be oeeurring, these matters will be between the therapist anti the 

; pru'ents. The therapist informs the teenager that nothing should 

j interfere with the goal of helping the teenager's parents “be better 

I parents." 

I 

I 

j But to do all of thiSf they have to get reacqi.iamted with you. You have 

I to let diern k7iow more directly and in a rno7‘e effective | i.e., age 

I appropriate] manner whads gomg on with you. This will be tough 

j because you are burned out on them (aiid pei'haps they are with you, 

I too)f hut I can help you get better at telling them about zchads gohig 

I on. YouM have to trust me with that. All this will take time. 

The therapist aeknowdedges the hurt feelings and laek of motivation 
as understandable reactions to past failures and hurts and current 
resentments; it is imperative to deal directly with past trauma 
i (Liddle, Dakof & Diamond, 1991). At the same time, therapy is 

I defined as an opportunity to start over, or at least make the best of 

! the current situation, 

i 

I 

I Let me know zcho you are, express that stuff to me (as a prelude to 

i expressing it mid zvorking on it zcith them). 

j Meeting alone with the teen, the therapist first works to help tlie 

I adolescent elarif\' his or her thoughts, feelings, and experiences, 

j Premature attempts at problem solving ean escalate into negative 

i emotion among family members, which has been found to hax^e 

I deleterious effects on attempts at problem solving (Forgateh, 1989). 

I Gradually, the individual sessions allow* the teenager to praetiee a 

I new' “language," that is, how* to discuss sensitive topics with his or 

i her parents in a eonstmetive way. 

/ assume that you haive some valid gnpes about your parents and 
maybe about life m genera/. But I also assume that the way you have 
been going about telling your parents and the world about aU of this 
has not gotten the right message tluvugh. Ybu il want to get angiy at 
them and maybe blame them for the way you feel, but for now, I want 
you to just try^ to tell them liozc you are dw iking and feeling about 
yourself a7id your life. 

The adolescent is challenged to be a participant in shaping the w*ay 
I his or her parents behave. The teenager’s feelings and experiences 

I are v^alidated but his or her methods are not. Rev'criliiig the adolescent 

{ in new' ways can ehange the parents' viewpoint and the helplessness 

j and laek of control they often feel (New'comb &: Harlow*, 1986). This 

j is intended to counter the teenager's sense that “Therapy is for my 

j parents, not for me." 

I These thematic keys play a significant role in establishing an alliance with a 

j teen. Working these themes eru'ly in the treatment (either in the presence 

I of the entire family or with the teen alone) sets a foundation for engagement. 

\ 

! 

I 

I 

I 

I 

I 
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I Engaging parents 

j 

i 

I During the same period, the therapist sees the parents alone. Assessing and 
I adjusting the emotional eonnection of the parents to their teeii is usually 
I the first order of business in working with tired, helpless, angn^, and 
I intimidated parents. B\’^entually, therapists help parents define their 
I parental belief system and preferred parent<al styles, pa\ing elose attention 
i to the developmental aspects of their ideas. Adolescent identity development 
! that is fostered through a eontinued familial interdependence rather than 
j emotional separation (Grotevant & Cooper, 1 9S3) and the intluenee of 
j different parenting styles on adolescent personality are intenvoven here. For 
j example, a pm'cnt might be told, “Your son does need you to talk to him 
i about his eoneerns and worries. You ean be the best niedieine in the world 
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for him.'’ Interdependence and the necessity of both parents and adolescents 
negotiating the youngster's transition to adulthood (Steinberg, 1991) 
become content themes and goals of the therapy. Therapists emphasize the 
themes of emotional depletion, hopelessness, anger, and the urgent need 
for parental action. 



Parental belief systems (Goodnow, I9SS; Sigel, 1985) become important 
topics of discussion with parents. These themes help parents cooperate with 
one another and build the parental coalition long considered important by 
family therapists (Minuchin, 1974). Parents are coached, and their belief 
SN^tems (Sameroff & Feil, 1984) are explored and, if neeessarx', refomiulated 
to rekindle the parental imperative (the state of mind in which parents are 
energized and motivated to tiy again). The main mechanism for such 
influence resides in establishing a new, developnieritally appropriate 
relationship. This relationship is one that has successfully negotiated the 
requisite parent-adolescent transition (Steinberg, 1999). 



Families of drug-abusing adolescents must make these efforts in the context 
of their own relationship histoiy. The therapist and parents discuss the 
barriers to relationship repair and reconnection and attend to and accept 
the parents’ many feelings about w'hat has happened with their child. 
Through these discussions, parents begin to feel the therapist’s support and 
understanding, and the therapist attempts to facilitate renewed parental 
hope and coinniitnient toward their adolescent. Therapists are mindful of 
motivation and a practical language and focus that places the treatment in 
a developmental framework. 

The following statements (itaUcs) illustrate the parental module's content. 



It zmsn't easy for you. You've been on your oxvn since he was bom, 
raishig him on your own. What I hear you sayu}g is that you feel 
alo ne in this. It %vas a bad, hard situatio n for you. 

The therapist aeknowdedges tlie difficult past jind present cireumstajiees 
that impede parenting and family management practices and 
acknowledges that the parent has individual problems, disappointments, 
desires, hopes, and dreams. The parent is provided validation that he 
or she has a life separate from the parent role. 



O 

ERIC 
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j 1 know this isfi'iiscratingforyoiL But I htxve to disagi'ee with some of 

j what you are saying. You canfolUnv through. I rernember the time he 

i stayed away from home for a few days and nights, and yrni went to 

j the place where he was staying and dragged him out of there. Ifthat\s 

I not followthrough, then what is? 

I It is vitally important to search for and confinii examples of success- 

1 fill parenting behaviors and to validate the abilities that exist. 

i 

I 

j So why are %ce doing this (coming to therapy, trying to reach out 

j to your child)? Yoidre doing this because you love her and youhe 

I concerned about her. ft tears you apart, and tliads 'why yoiYre here. 

1 Therapists tr>^ to actualize the parents’ experience and feelings of 

j love, earing, and eominitment towfu'd the adolescent through past 

feelings of love, joy, aspiration, and pride in the adolescent. This 
ineludes focused recollections of rewarding parenting experiences 
from earlier developmental periods and simdl pleasures that 
occurred in the recent p*ast. 

Is that really %vhy youre so mad? I thirik youhe just talking about the 
\ superficial stuff. I want to know 'what makes dus so hard. miat'S 

I getting in the 'Way of you two working out day-to-day problems? Why 

j is there so much anger and resentment? 

I The therapist attempts to bring out important events, core issues, 

} or themes, then facilitates serious emotional discussion of these 

j issues, which may lead to forgiveness. It should be an honest disciussion 

! of feelings, responsibility taking, and listening, not blaming and 

j denial. 

M 'e'7'e tiying to move you out of that mt of being on the run, almost 
saying, 'T fell get us because we didn't say this.’' No, he doesn’t have 
to get you, because you’re the parents. 

Parents often feel hopeless. The therapist combats the parents’ 
belief that the adolescent is not in need of or is beyond parental 
influence. The therapist must be unequivocal in stating the need for 
the pm*ents to stand by their teenager. 



Tve seen how tough this is. My heart goes out to you, and I will do 
evoytlimg I can to suppoH you. 

j The therapist presents himself or herself as an ally who will support 

I the parents in their attempts to influence the adolescent. This is 

j critical to addressing the fundamental dilemma of hopelessness 

{ about change. 

j These themes play a significant role in engaging parents in treatment and 
I in adolescent-parent relationship recalibration. The improvement of concrete 
j parenting skills may then rest on this foundation. 
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{ Stage Jwo: Work the Themes 

I 

1 Key themes 

i 

j Tlie second stage consists of getting and keeping the right content in therapy, 
j as well as faeilitatiiig proeesses and fostering skills tiiat allow this to oceur 
I by working and reworking MDFT tlieiiies that eonstitute the family’s core 
j struggles. Examples include: 

j • Parental frustration ('M eairt take this armiiore.”) 

i 

I • Parental helplessness (‘There is nothing I can do.”) 

j 

J 

I • P^u*ent^Ll fear of setting expeetations (“I don’t want trouble.”) 

{ 

I 

{ 

I • Parental abdication (‘'1 give up.”) 

I 

I • Parental meaninglessness, masteiy and eoiitj'ok competence and 

I influence, respect, and love and eomniitniciit 

I 

j • Adolescent entitlement (‘‘You can’t tell me what to do.”) 

I 

i • Adolescent rejection of parental authority and hierarchy (“We are 

i all equal.”) 

i 

i 

i • Adolesecjit and parental hopelessness (“Things will never get 

I better,’’) 

• Negative adolescent perceptions (“I can never get a break.”) 

These key themes will be addressed and expruided on throughout the manual. 
Therapist guidelines in working the themes 

I 

I 

I Therapists use these themes ris a roadmap to barriers to positi\e development 
j and keep in mind several theoretical tenets thrit help orient the working of 
the themes: 

• Adolescent development research guides therapy. 

! 

1 • There needs to be a renegotiation of the adolescent’s and parents’ 

transition through the establishment of modes of interdependence 
(versus leaving home or separation-only goals). 

• Although they transform to meet the adolescent’s developmental 
needs, attachment relations remain important throughout 
adoleseenee. 



• In the therapeutie allianee, alliances are formed with multiple 
family members and influential others outside the family as well. 
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♦ Affective) themes such as hopelessness and despair are blocks to 
skills training and problem solving. 



• The therapist’s use of self is important in establishing a commit- 
inent to the teenager and family’s well-being. 

• The treatment program must be practically oriented and careful 
to move beyond a control, po\\x.'r, and authority therapy. 

• It is important to understand the influence processes of parents 
and peers (careful of antifarnily or peer reductionisni). 

• The therapist and parejits should adopt and foster a “do what it 
talvcs” philosophy. 



• By the time a teen appears at a treatment program’s doorstep, 
the negative processes in which he or she is involved have ofteji 
evolved and multiplied. Therapists generally work to eoujiter 
extreme responses or all-or-nothing solutions. 

• Sessions with parents and the teenager have objectives and 
intended outcomes, in and of themselves, and the work in any 
giveji session jnay be a precursor to future work, focus, or ol)jectives 
(i.e., they are both a whole and a part of other therapeutic work). 

• Life eannot be perfect, and therapy outcomes might be less than 
perfect. Therapists should be careful of any tendency toward a 
“cure” or an emphasis on perfect treatment objectives. 

Dealing with the past in a present-centered therapy 

The MDl^ model deals with past hurts and trauma in the lives of teenagers 
and families. The therapist who wants to do effective work with adolescents 
and families must not b\pass the disillusionment, anger, and despair that 
nicany teenagers and their parents bring with them from the past. 



Entering the terrain of the past with parents and teenagers can sene 
therapists well if they can use this eontent to further therapeutic aims in 
the present (Liddle, 1994a). A family’s memories inelude past dreams and 
hopes that need to be reclaimed. The ability to talk together about hurtful 
past events removes obstacles to dialog in the present. Negative emotions, 
often related to past events, are the major impediment to problem solving 
in the present. 



j In the following exchange, an adolescent shares his feelings of hurt and 
I abandonment and his fear, as a child, that he might never see his mother 
j again when she went out drinking. Interestingly, he makes a eonneetion 

I between his fears for her safety in the past and hcj* fears foj* his safety in the 

i current situation. 



I 

I 

I 

I 

I 



I 
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Part III, MDFT Sessions: Operational Features of the Approach 



I Willis: IVTien I was young, sometimes I had fun. I always had fun 

\ when rny mom %vcus around me, but I used to be scared when 

1 she woxdd leave me and go out to the bar and drink. I was 

I scared she might not come hack, No%C; she goes and does that 

[ when 1 go out — she's scared, she don't knotc if Fm gonna 

\ come back or not. Fused to play outside, and she used to go 

I out Saturday nights. I used to cr\\ and I didn 't think she 

\ would come back home. And I m>ed to akmys come outside 

\ early on Sunday and sit on the stepfcaxise the bus stopped 

i light on the corner. And. 1 used, to be so proud zchen she used 

I to get off that bus, 

\ 

i TherMpists must assess what makes the greatest eontributions to emotional 
j impasses in eurrent family relationships. Therapists must, if neeessaiy, 
i prepare family members who will have the most diffieulty dealing with the 
i past by holding individual diseussions with them, (See Guidelines for 
j Subsystem Sessions on page 177.) The therapist might say to a parent, 
j “Your son has a lot of feelings about w^hat happened in the house 5 or 6 
I years ago wiieji you were in your addietion. It might be hard for you to 
j hear from him about this. Gan we talk about w^hat might eome up for \ou?” 
j During the eonversations themselves, the therapist Jiiust ensure that 
I individuals are not tallving in a detaehed or remote way about these events 
I but are able to attaeh feeling to the reeounting of them; it is emotion th*at 
j ean engender the kind of interpersonal e.xehanges that ean lead to ehange 
I in behavior and perception (Liddle, 1994a). 

i 

j Stage Three: Seal the Changes ami Exit 



Key Concept: 

Change is expected on many fronts. Does the adolescent demonstrate 
improved judgment, relationships? Has his or her drug use stopped or 
been greatly diminished? Is he or she able to problem solve and avoid 
escalation of troublesome encounters with others? Is he or she in 
school, W'Orking? Has the family process of handling difficult situations 
increased the likelihood of problem resolution? The therapist looks for 
multiple confirmations that there has been significant fundamental 
change. 



ERIC 



I 

I The third and final phase consists of w'orking to (1) keep progress shored 
I up, (2) let the family do its own w^ork, and (3) emphasize generalizal.:)ility, 
j transfer, and extension of the new' ideas and behaviors to eurrent and future 
i situations. 

i 

! 

j In this phase, the therapist refines any other issues that the family needs to 
j address. Change is expected on many fronts. Is the teen in school? Has the 
j adolescent’s drug use stopped or been greatly diminished? Is he or she able 
} to solve prololems and avoid escalation of troublesome eneounters with 
j others? Is the teen still hanging out with drug-using friends? Has the family 
j process of handling difficult situations changed in a w^ay that increases the 
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\ likelihood of problem resolution? The applieability of the family's new 
j attitudes and skills to a variety of situations is emphasized. 

I The therapist may help family members artieulate the ways in which their 
j beliefs about each other have ehaiij^ed (as wqW as some that hiwo stayed the 
I same). Parents typically attribute the teenager^s behavior and actions to 
j normal processes rather than psychopathology. The therapist might have 
i the family reininisee about a particularly difficult crisis point in the therapy, 
j one in which members perse\cred and negotiated through to a solution 
j together. The therapist also might re^4ew the problem-sohing strategies 
j that have been learned during therapy as well as discuss some of the key 
} events on which they were used to seal the changes that have occurred and 
j help the family see that each member has contributed significantly to the 
treatment-s outcome. 

i 
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Goals, Rationale, and Procedures 
of M.DFT Interventions 

Key Concepts of MDFT Interventions 
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Adolescent problems arise in many \va\^ and for different reasons. Serious 
i drug problems do not appear overnight. Change in MDfT is ambitious and 
eoniplex. It involves understanding the indhiduars functioning as well as 
the mechanisms of interconnection among the various levels and kinds of 
systems that affect a teen\s life (as well as factors that have been active ovei* 
time but are no longer apparent). 

Multidiniensionality is a mindset, a way of thinking about human problems 
and their resolution to discourage narrow or reductionistie thinking about 
clinical problems or solutions. Therapists are taught to understand the 
many s\^tenis that are involved in the eontiiiuance of drug and l>ehavior 
problems. They probe to understand the events, personal and family charac- 
teristics, and circumstances that over time have led to the current situation 
in which the teen uses dj‘ugs, does poorly in school, has legal problems, is 
connected to deviant peers, and is disconnected from his or her family. 

I 

I 

I Multidimeiisionality refers to ease eoneeptualization, notions about causality, 

I and ideas about how lives can change for the better. Multidimensional 
j thinking reminds a therapist not to overplay or be overly reliant on one 
j pathway, means, or technique to facilitate change. Sohang a teen’s drug 
problems involves changing immy things that currently support drug use, 

I including his or her indhidujil attitudes and beliefs, individual developmental 
I (prosocial, identity-oriented issues; self-effieaey) issues, affiliation with and 
j access to deviant peers, failure with and disconnection from prosoeial 
I institutions (school and religious affiliation), the family en\ironment (which 
j may include the mental health issues of a parent), and parenting practices. 



• Multidimensionality 

• Redefining sessions . 

• Multiple therapeutic alliances 

• Linking 

• Continuity 

• Wliole-part [holon] thinking 

• Doing \y\mt it takes 

• “Parental helT’ 

• Working all four, corners 

• Wliat you don't know CAN hurt you 

• Organizing according to modules and stages 

• Goals mid themes emerge from the interaction of the generic 
and the idiosyncratic 

• Ciiltuj‘ally sensitive treatment 



M ultidmiensionality 



I 
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j Therefore, the therapist's jussessmeiit, eoiieeptu^ilization, therapeutic strategies, 
j and intended outcomes are, in one sense, «all the same — they are all 
; mulxidimeiiwSional. 

I 

j Redeftning Sessions 

1 

1 

j Various treatment parameters have been reexamined in the 
I . approach. There is experimentation with more intensive and extensive 
1 versions of MDFT treatment, using the approach with a therapist and 
I therapist’s assistant in some studies and, in others, aeeessing families by 
j meeting with youth and families not only in clinics but also in homes, 

I Another aspect of rethinking some basic therapy Jispeets concerns phone 
I calls. Once seen in the categon' of “reminders” to come to sessions, phone 
calls are now used as sessions themselves. Hence, this is one way to redefine 
the concept (,^f a session. Meeting with the adolescent and family in detention 
j while waiting for a teen’s hearing at drug court or meeting an adolescent at 
j a j’estaiirant or movie are ways to continue to gain access to a case. The 
! venue — the session context — changes to provide maximum flexibility and an 
j oppoi'tunitv to implement the program’s principles and clinical methods, 

I 

I 

I Multiple Therapeutic Alliances 

I 

j The therapeutic alliance in individual treatment has a longstanding and 
} solid theoretical and, increasingly, research-based histoiy. MDFF requires 
I several therapeutic alliances — presenting a challenge to successful MDtT, 

I As is the ease in the development of multiple eonstitueneies of aity \sort, in 
the pjoeess of developing multiple therapeutic alliances, different motiv^ation 
levels and intentions about the youth and treatment will become apparent. 
At the sajiie time, the therapist, as one who is a competent navigator of 
multiple subsy'sterns in the family and systems outside the family, begins and 
facilitates the progression of these multiple relationships simultaneously. 
15\er\thing focuses on the youth’s needs and treatment — how the teen’s life 
course can l)e directed away from drug use and de\iant peers mid toward 
prosocial, developnien tally appropriate pursuits. Therapists are aware of and 
skilled in applying different kinds of competencies needed with teens, parents, 
j other family meml:)ers, and school and juvenile justice officials. 

I 

! Linking 

I Linking is the process of molding and shaping changes across functional 

j domains in different developmental environments (school, family, self) over 

j time. Linking is a method through which therapeutic continuity can be 

i achieved. Change is multiply determined and requires the connection of 

j in-session content themes and accomplishments across sessions. There is a 

j successive etpproximations or a huilding block approach to change. Linking 

I also applies what has happened in the therapy session to future challenges, 

I generalizing gains made in therapy to different areas of the teen’s and 

I family’s lives. It also involves highlighting the progress made by one family 

! member to motivate and facilitate change in other family members. 

1 

I 

I 

I 

I 
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I Continiiity 

I Eniotioiuil, behavioral, and interactional changes are initiated and maintained 
1 in systematic steps throughout treatment. Continuity of the therapeutic 
I work is iTKiximizcd through strategic planning and constant reealibration 
j based on assessment of outcomes. W^iereas the foundation between the 
I therapist and the teen, family, and extrafamilial sources of influence is laid 
i in the early stages of therapy, continuity is the goal of the iniddle stages. 

I Continuity is achieved by working and reworking themes via in-session 
I behavioral enaetment and out-of-session tasks. Later stages of therapy 
I involve consolidation of themes and therapeutic gains across sessions 
I (e.g., cognitive sealing, affective recollections, behavioral troubleshooting, 

I refinement). 

j Whole-Part (Holon) Thinking 

I 

j The focal areas of MDFT are eaeli considered to be a holon — both a whole 
{ and a part. An individual is a ‘Svhole'' biopsyehosoeial organism as well as a 
I “part” of other sv-sterns such as families, vvxirk, peers, community, and ethnic 
j or racial group systems. Systems, both intrapersonal and interpersonal, are 
j interconnected and mutually influencing. An important job of the therapist 
I is to acquire an understanding of how each system vv^orks as both a vvLole 
I and a part and to devise appropriate intenentions. 

\ 

I Doing What It Takes 

I 

j Another mindset concept, “doing vviiat it takes,” refers to a elinieiairs 
j attitude as much as it refers to any specific technique or piece of behavior. 
The doing-vviiat-it-takes attitude is not only something a therapist strwes to 
dev^elop; it is also something that is coiweyed to the yotith and family. By 
the time a teen is referred to MDCT, many problems hav’c occurred. 
Generally, they have' been in existence for some time. Pessimism may be the 
primar)' emotional tone in the family and in those social systems that know 
{ the youth. This emotional tone influences current and future activity (or, all 
too frequently, inactivity) relative to the youtlTs situation. The doiiig-vvhat- 
it-takcs stance announces a no-more-business-as-usual approach to the 
adolescent’s situation. It emphasizes that a life is at stake, and, indeed, 
other lives in the family are at stake as vv’^ell. Therapists cany through on 
this approach: they cannot announce a high degree of eommitment to 
obtaining outcomes and pursuing all possibilities for change with the teen 
! and family and then fail to deliv’cr. MDFl^ is not for therapists who are faint 
j of heart. MDFT works with therapists to help them adopt this doing-vvhat-it- 
j takes attitude — a therapeutic position about what is needed to facilitate 
j change in livx's that hav’C been (wercome and immobilized with failure and 
j that hav^e an absence of options for escape from a dev^eloping and deepening 
j lifestyle of dcvianee and antisocial activity. 

I ^Tarental Heir 

I 

j MDin^ teaches therapists to be aetiv’C and direetive about prompting change 
I in all system members. But the timing mid nature of this stance tovvxird 




Multidimenmmal Fawily Therapy for Adolescent Cannabis Users 



er|c 






1 

j change and gnmtli It is important in working with parents and teens 
j to understand what they have been through. Just as Nvork with the teen 
I moves through phases, treatinent in tlie parental subsystem is phasie as 
j well. One of the first things to do with parents is to understand their world, 

I to appreeiate wiiat they have been through with the teen. Families are dis- 
I rupted — indeed, torn apart — by a teen’s drug problems. Parental shame and 
I embarrassment and a sense of deep failure are pow^erful emotions that many 
i parents in studies have lived with and felt for many years. Parents frequently 
j tell therapists that their adolescent has “put them through hell.’' Therapists 
I have listened to this oft-heard exelamation and have become committed to 
I understanding all that goes into a conelusion of this magnitude. Therapists 
I thus tiy- to understand the liell that the parent has been in or is in. 
j Although the parents may have participated in ereatuig their self-defined 
parental hell, this systemic reality cannot be confused with the necessity for 
the therapist to first find a way to support each family member and each 
j person outside the family who might be involved in the youth’s life at the 
I moment (e.g., school and juvenile justice personnel). So the concept of 
! parental hell is meant to remind therapists of the intensity that a teen’s 
{ problems can crerite with fmnily members and of the need to first understand 
j the disappointment, pain, and anger that the adult/parent on the scene 
i may feel. With parents of clinically referred teens, the first job is to visit 
j with them the personal parentc'il hell that they have been to or are experiencing. 

I It is from this place tluit requests for changing their parenting can come 
j (Liddleetal., 1998). 

I 

1 

j Working All Four Corners 

Because MDFf aims to facilitate individual and synergistic change processes 
in multiple realms of functioning, it is important to have a way to define 
the areas in wliich histoiy and current functioning should be assessed and 
the areas in which change should be w^orked. “Working all four corners” 
refers to the assessment and facilitation of ehange in four areas — the 
adolescent, the parents, the family transactional environment, and the 
youth and family vis-a-vis eomniunity and extrafamilial sources of influence. 
This concept wx)rks with multidimensionality in the sense that the four 
corners idea names the multiple realms a therapist must first understand 
and in which the therapist tries to facilitate ehange. 

I 

! What You Don't Know CAN Hurt You 

\ 

j 

I This nuLvim, p?u*aphrasing “what you don’t know ean’t hurt you,” reminds 
I the therapist that a comprehensive assessment is vitally important and that 
I a therapist’s knowledge of local resourees, policies, and procedures about 
j important parts of family life is fundamental to success. Therapists who 
j wish to advocate for their teens and families must be knowledgeable about 
I such things as court hearings and proceedings and school regulations 
j regarding testing, tutoring, expulsion, alternative school options, and so on. 

I " ' " 

I 

i 

i 

i 

1 

1 

I 
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j Organizing According to Modules and Stages 

I 

I Modules refer to (1) areas or realms of therapy, (2) different bodies of 
I knowledge, (3) inten'ention loeales, and (4) pathways to and nieehaiiisms 
I of ehange. MDFf eonsists of four modules: (J.) the adoleseent module (therapy 
j related to individual work with the adoleseent), (2) the parent module 
j (therapy related to individual or eonjoint work with parents, parental 
I figures, or guardians), (3) the family interaetion module (therapy related to 
! familial work and the assessment or alteration of relationships ajid interae- 
i tions), and (4) the extrafamilird subsystem module (therapy related to work 
1 with any system in the adoleseent ’s or parent's soeial world). Eaeh area is 
I one of several targets’ for assessment, inteiwention, and change. Change is 
! eoneeived in stages, whieh are neeessarv^ to achieve sueeessful outeomes. 

{ Attempts to implement problem solving in relationships, without aehieving 
I developjiientally appropriate levels of attaehment and coiTiniuriieation, will 
i not be sueeessful. 

I 

I 

j Goals a nd Themes Emerge E\om the Interaction of the Generic and the 
I Idiosyncratic 

I 

1 



j Therapeutic goals and content themes iJi treatment are the by-products of 
j an interaetion between two spheres. Generic factors relate to issues such as 
I how^ families operate, the risk and protective factors involved in substance 
j , abuse, and the developmental tasks of all early versus late adolescents, 

I for example. Idiosvmcratie factors refer to the particular set of individual 
j circumstances, events, and personalities and historv^ that have come 

together and evolved over time to produce this particular vouth and family. 
Generic refers to universal laws of adolescejit development and the 
development of dysfimction, w^hereas idiosvmeratie refers to characteristics 
and processes that have wx)rked and continue to work together to give an 
individual and his or her family identity. 

A therapist uses his or her universal or generic content knowiedge as a 
guide for getting to know^ the y’outh and family and as a framework to assess 
areas of high and low^ functioning. It is in the interaetion of this generic 
knowiedge and the youtlTs mid family\s responses, their own particular stories, 
that the goals and core eontent of treatment are born. Clinicians enter 
treatment with teens with ideas and a knowiedge base aliout how^ teens and 
families develop and how dysfunction begins and becomes exacerbated. Yet 
the therapist does not know*wiiat eompeteneies or problems exist in a 
particular family, in particular lives. The generic eontent of their lives offers 
the framework or scaffolding on wiiich the idiosyncrasies that are in front 
of the therapist can be explored and fleshed out. Once this unfolding and 
revealing occur, the particular needs of people involved in the ease are 
evident. \V3ien needs of the youth and fmnily are evident, then it is a 
straightfonvard task to specify the goals. It is in these multiple and 
interlocking stories, ajid also in the therapist's process of organizing and 
^issimilating them, that treatment's core focuses reside. Idfe and relationship 
themes come from the eontent of the stories about wiiat has happened in 
the lives of the teen and family. Therapists develop a w'ay of listening to 
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content that culls redundancy and repetition and identifies ''big pieture’' 
meanings and implications. 

Culturally Sensitive Treatment 

Racial and cultural issues are taken into account in tailoring intenentions 
to each adolescent and family. (>ilturally sensitive treatment emphasizes 
. (1) the therapist's activity within multiple systems of the adolescent's life, 
(2) the facilitation of active client involvement in treatment, (3) the use of 
popular culture, and (4) the extensive discussion of salient cultural themes 
and the use of these cultural themes to elicit life stories, life plans, and 
revelations about important past events. Based on the information the 
therapist gains, he or she then can exert positive iniluenee on soeidization 
and involve prosoeial adults as mentors. 

The Adolescent Subsystem Module 



Goals 

• Build a therapeutic alliance with the adoleseent 

• Create a collaborative agenda 

• Establish a developmental-eeologieal framewx)rk of treatment 

• Improve functioning in several developmental domains 

• Transform a drug-using lifestyle into a developmen tally norhial 
lifestyle 

• Facilitate developrnentally adaptive competence in multiple 
settings. 

Rationale 

Adoleseent drug use and abuse are multidimensional ]:>henomena and, 
thus, .multiple aspects of the teenager's biopsyeliosoeial ecologies must 
be addressed if treatment is to be transformative. 

Procedures 

• Meet alone with the adoleseent. 

• Assess the biopsyehosoeial ecologies of the adoleseent. 

• Assess comi>etenee in key areas of development. 

• Assess and address multiple life skills. 

• Foster self-examination and appraisal. 

• Facilitate communicating thoughts and experierieirig feelings 
about important aspects of life. 
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• Organize opportunitievS for tlie adolescent to explore and 
address these issues in important interpersonal contexts (family, 
school, work, peer systems). 

• Create prosoeial, developmentally appropriate, and facilitative 
alternatives to the drug-using lifestyle. 

• Address drug use directly through drug counseling techniques 
such as funetional ^inalyses of drug use, getting details about 
the '‘people, places, and things.-’ 

Adolescent drug abuse has different clinical presentations — different 
"looks.” Adolescents maybe engaged in more violent behavior than drug 
use or might be extensively invT)lved in drug use and engage only intermit- 
tently in delinquent activities (Loeber, 1988). Broad descriptive terms such 
as "delinquent” or "adolescent drug abuser,” if not misleading, certainly are 
not helpful for elinieal work. The eomplexity of adolescent drug abuse cases 
is illustrated in the following vignette. The therapist intended to draw the 
teen out and help him clarify and articulate his life experiences. 

This excerpt from a conversation between the therapist (T) and Alonso (A) 
reveals a teen who has experienced quite a bit in his 13 years. 

T: So here's a little hoy who\s 7 years old, he doesn't speak Englishy 
he comes to this city, he doesn't know zvhat's gon\g on, he meets 
both his parents — never met 'em before, lives in a bunch of 
different neighborhoods. Boy, that was a lot. 

A: Yec(h, but. . . 

T: Haw easy do you think that zvasfor a little boy? 

A: To nie it was easier than it shoulda been, because / didn't really 
know the mother and father routine. All I knew was they said, 

''Go here, go there." I didn't grow up wnth rny mow. I didn't get 
taught no lessons or mutin'. 

T: At the time you said didn't know any better, right? But you look 
back on it noxv and say, man, that was a lot. 

A Yeah . 

'F: You said, ''The mother and father nnuine." Wiat is that? 

A: You know, you live, you gnnv up with your mother and father, 
and they teach you right from wrong and the do's and don'ts. You 
kmrw, I duMit grow up like that. They ain't ever teach me no right 
'n' wrong. All I know is when I did some bad, I catched a whuppin, 
and when f did some good, I kept it to myself. You know what I'm 
saynng? 

T: Nobody ever told you iHien you did something good? 

A: Right. 

T: Come on, really? 

A: Nobody didn 't care. 

T: Wlmt about your aunt that died? 

A: She lused to beat me xvhen I did some bad, too. ) eah, but that was 
sort of like to help me o ut, 'cause chat tvas like teaching me light 
and zvrong. You know what I saying? ‘'Don't do that." Then 
zdioosh. 
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T: 

A: 

T: 

A: 

T: 

A: 

T: 

A: 

T: 

A: 

T: 

A: 

A: 



T: 

A: 



T: 

A: 



Right, okay, so maybe she was trying in her way. 

Mm hmm [nodding] . 

Wfiat about your stepmorn? 

My stq)7nom, now she wxnddnf really see me do nuctirf good, but 
she ain't nraer %dmp me. Oh, you know, '[He's a nice kid . ” 

You think she loved you? 

Yeah. I kmnc she loved me. 



T: 

A: 



[later in the session] 

/ remember ivhen I was a kid I used to be like, damn, they did 
dri4g dealing, you know, that's real bad. 

Mm hmm, yeah. 

But then I started doing that when I was like 12 years old. 

Mm hmm. 

So that does, that did, have an influence on me. 

[later in session] 

So I was like tniant. Well, that was when I started smoking 
cigarettes, and smoking weed, zvlien I was in like the fifth grade. 

I was 10 years old. . ' 

Where' d you get the weed? 

Check this out. In the Meadows, there's the rich part, there's the 
Chico part, and the black part. Whll, I used to stay in the Chico 
part. But I had a co^vSiri who lived in the black part, so I walked 
to his house. My cousin was older than me. He teas like 13; 1 zvas 
around 9 or 10. And all the people he'd hang with teas older than 
him. And all of them sSmoke weed. A nd 1 sStajted smoking weed, 
and I didn't used to tell nobody 'cause 1 thought it teas bad — "Oh, 
he smoke zceed; it's bad." 

It is bad. 

Yeah [laughs], but 1 started smoking cigarettes too, 'cause 1 used 
to always see my mom sSmokmg. And I'd get sick in the stomach. 
TheJi I started, smoking zveed. Nozc, zvhen I was little, my step- 
mom., I be seeing theni drink, and my' brother he would sjieak a 
beer. And he'd be lU<e, "Oh let's sip some of this. " 1 didn't knozc 
zchat it was, glug glug, and it didn 't really get me dnmk back 
then. But zvhen I started drinking, that's when I stoned getting 
drunk and stuff, you know. But back then I used to just drink, and 
they'd be, "Oh, don't diink that bomb," and they'd take it from 
me. And I'd he like, "W'hy'd you take it from me?" 

And how old were you then? 

I zvas like 8. 



A drug and assessment screening instrunient (e.g., Global Appraisal of 
Individual Needs [GAIN] [Dennis, 1999] or Problem Oriented Screening 
Instrument for Teenagers [POSIT] fRahdert, 1990]) can be used in treat- 
ment. These self-report scales provide a quick assessment of the teenager's 
life and help identify desired changes. 

Suitable change is defined as a decrease in or stopping of drug use and 
other correlated problem behaviors, as well as the creation of or an increase 
in developnientally appropriate competence in family, peer, and school 
relationships (Masten & Coatsworth, 1998). 
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Research on families i^ives therapists considerable understanding of the 
kinds of parenwidolcscent interactions (i.c., processes) that arc related 
to positive and negative developmental outeomes. This knowledge guides 
eonstruetion of inteiwentions that block negative interactions (Diamond & 
Liddle, 1999; Liddle et al., 1998) and amplify existing but hidden strengths 
(Schmidt, Liddle & Dakof, 1996). 

Particular kinds of change (e.g., creating willingness to reflect on one's euiTent 
life eircunistances) facilitated in a preferred sequence may be necessaiy 
before other kinds of change (e.g., creating a willingness to talk with one's 
parents about these feelings) are possible (Haley, 1976; How’ard et al., 

1993; Miller & Hester, 1986). 

The engagement phase with the teenager is devoted to speeitSing a personally 
meaningful agenda — a reason for participating in treatment that may or 
may not eoineide with the agendas set by others (Liddle & Diamond, 1991; 
Liddle et al., 1992). After the engagement phase, individual sessions with 
the teenager focus on his or her drug taking and other related problem 
behaviors. Intrapersonal and interpersonal aspects of drug taking and/or 
delinquent behaviors are discussed. The adolescent’s relationships inside 
and outside the family are also assessed. Another segment of the session 
with iVlonso follows, illustrating this relationship focus. 

A: Wren I %vas like 11, that's when eveiy thing got had. Like in the 
same year, three close people died; I got kicked out of school, out 
of CentraL I only tvent there for 1 year. 

T: Why'd you get kicked out of school? What happened? 

A: / don't knoivjust, like, reckless behavior and scuff like, you know 
zvhat Fm saying. Bad attitude, you know what Fm saying. 

T: Did you go to school or was it that you didn 't go? 

A Oh no, I used to go to school. 

T: went, hu t you 'd just get in ti'ouble. 

A Oh yeah, I used to have fights and stuff like that. 

T: Right, nght. 

A And they don't really allow that. So then my morn said, "Well, yon 
got kicked out of school, you're getting kicked out of here." She 
sent me back with rny dad. 

[later in session] 

A: But I always liked my dad, you know %chat Fm saynng. Because, 

I mean, he got like 15 kids, and he always look out for me, you 
know %diat I'm saying. Well, he look out for evoybody; the man 
got money. So whatever, I went hack, and I didn't like my mom 
because I was 11, and she had already kicked me out one night. 

A nd I was a little kid, and 1 had to sleep on the roof of the 
bidlding, you know %chat I'm saying. And it was cold. 

T: And that's what you did, you slept up on the roof of the apartment 
buildnig? 

A: Yeah. But then I just, one day, 'cause I was sick of being tlwre, I 
just ran axcay, bam, I never came back. I packed all my stuff, out 
of the door. 

T: And where' d you go? 
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A: I 'Was living on the street. 1 wcu^ living zvitli my one of my dawgs 
[slang for [I teen\s friends] on the West side. 

T: Mm limm. 

A: Ihit that cotddjvt last, you know 'wliat Fm saying, you can only 
stay at sorneone ^s house for so long, you knoiv. But he gave me 
some dnigs, he showed, me how to, you knoxc, to hustle. 

T: To serve [to deal drugs], right? 

A: Yeah. And, I wasn't really doing it for a had reason. Like, I was 
doing it because, you know xvhat Tm saying, 1 needed to stay 
alive on the street. My moni, she dklnf kno'W any of this — dklnh 
knou'> cdyout my serving. 

T: SoyoWre 12 noxv, andyoWre serving in the West side. 

A: Yeah, this only lasted, like, 3 months, not even — 2, months. 

T: Mm limm, and what hapimied? 

A; Tlvxnigh all this time Pm talking to you. Pm doing dings, eveiy day. 

T: Wuxt 'Were you doing? 

A: Cocaine, eveiything, you kno'W what Pm saving? 

T: So from 10 to 12 — xvehe still at 12? 

A: Ten to — wehe still at 12. 

T: Ten, eleven, twelve. 

A: Pm doing drugs every day. 

T: And you fe doing cocaine eveiy day. Okay. 

A: You know xvhat Pm saying, because I xccus living so messed up, 
and even on the streets, Pm gonna have to fight, run from cops, 
you know 'what Pm saying. 

T: You were canynng? 

A: I carried weapons. 

T: Who gives a weapon to a IQ-year-old hoy? 

A: I bought 'em. 

T: And where does a Kfyearold boy buy a 'wea^ixm? 

A: On the U esf side, it ain 't that hard. 



A: / knew everybody. Yeah, I knew most of them, but even when J 
xcas a little kid I didn't look like I -was a little kid, I looked a little 
older. When I was 11, they thought I was 13. 

T: Okay, so you bought a gun. 

A: Y'eah, so I said, man, look man. Pm homeless, pssh. 

T: And you xcere. 

A: Pm sleeping xvith fresh clothes that Pm buying from selling drugs, 
a lot of money in my pocket. Pm sleeping on a bench. 

T: Mm hmrn. 

A: In the middle of a. park, yo u knO'W, so Pm like, somebody might 
just come up, dig in my pockets. 1 say one thing, they blow my 
head off; 1 need my piece. 

Key Concept: 

A drug“using lifestyle ean be understood as an indicator of diffieulties in 
meeting previous and current developmental challenges, a predictor of 
prolyl ems in meeting future developmental milestones, or a creator of 
problems in erueid developmental areas. 
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I A drug-using lifestyle can be understood as an indicator of difficulties in 
I meeting previous and eurrent developniental challenges, a predictor of 
j problems in meeting future developmental milestones, or a creator of problems 
j in crucial developniental areas (Baunirind 8: Moselle, 198v5; Shedler & 

I Block, 1990; DiwShion et ah, 1995). That is, drug use may be a marker or 
I reflector of problems in family functioning, but it may also create disharmony 
j or exacerbate already conflicted family relationships. Thus, a therapist’s 
j attempt to focus on drug use assumes that drug involvement both reflects 
; problems in funetioniiig and development and is, itself, a eurrent stimulus 
i for Other problems and negative relations. 

I 

I Remarkable changes have occurred in how substance abuse has been 

! eoneeptuallzed (Miller & Brown, 1997). Understanding drug use contextually 

{ means that diverse aspects of the drug user’s environment are understood 

I as contributing to the continuation of drug taking. Prompting change 

j within and between sevend persons requires a foundation of interconnected 

j therapeutic relationships or allianees. This clinical object we is decidedly 

j more complex and ambitious than is required in standard individual treatment. 

I However, the multidomain assessment and intenention requires a more 

j comprehensive scope than the previous generation of treatments (Kazdin, 

1 1994). 

i 

) 

I The most important therapeutic alliances in MBIT are those of the therapist- 
i adolescent and therapist-parents. Process research indicates that when 
i successful, the therapist-adolescent alliance proceeds through stages 
j (therapy socialization, expression of concerns, agenda setting, and 
j beginning problem solving) (Diamond et al., 1997). 

initial negative alliance with the adolescent can be reversed by certain 
therapist behaviors. For example, one study found eaiiy-stage therapeutic 
participation in drug-using African-American adolescent males could be 
enhanced wiien certain themes were discussed (the “journey from boyhood 
to manhood,” social exclusion or marginalization, experiences in public 
spaces w'here young black men are thought to be more suspect and 
potentially dangerous, or “alienation” from mainstream societal beliefs and 
values) (,Jaekson-Gilfort & Liddle, in press). Generic treatment principles 
iire tailored to individual eases. 

It is a ehallenge to aehiev'c a workable focus with unmotiv'ated adolescents. 

! An effective means of 4aehieving this focus is through the teen’s and parent’s 
I emotional life (Liddle, 1994a). The therapist elicits the emotions related to 
j important life eireumstanees and events. Feelings about parents, siblings, 

I peers, and oneself; emotions about f4amily life; or disappointment, hurt, and 
I anger are important marlvcrs of, as well as.pathw^ays into, the adolescent’s 
j world (Diamond & Liddle, 1999). When emotions such as these are 
I accessed, working with them can be instrumental in facilitating motivation 
for self-focus and for resolving in-session impasses between family members 
j (G. S. Diamond & Liddle, 1996). Another portion of a session involving the 
j therapist and Alonso illustrates a focus on emotional expression. 
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A: My mom knew I was doing good. And we started buikllng up a 
little bit of a relationsliip, but [when] you grow up like f/iai, not 
liking your mom, your mom not liking you~you just canr expect 
to make a connection after all that. I still had that in my head that 
she locked me up for all this, you know. If she woulda been doing 
her job, maybe I wo ulda learned. 

T: So she kind of acted like .s7ie expected there to be instant love. 

A: Yecdi. 

T: Andyoufe saying it can't be mstant. 

A: Yeah. 

T: Okay, you zcere like willing to tr\\ but itjiLSit wasn't gonna happen 
over nighf right? Is that what you're saying? 

A: Yeah. Exactly. 

These small steps toward expressing emotion are not insignifieant. Foeusing 
on these feelings, and the past and present issues from which they emanate, 
is a standard \^'ay in whieh therapy beeomes defined for the teenager and 
initial treatment eontent and focus are established (Diamond & Liddle, 
:1999). 



Key Concept: 

Knomng adolescents’ conceptions of the roles of drug use, their peer 
network, and other aspects of their lives creates a wdiidow into their 
world, a pathway to change. 

With many adolescents, articulation, whatever one may think of its content, 
is difficult. It seems to be an acthdty to which they are unaccustomed or in 
which they sometimes appeal* to have little skill. Thus, using their discussion 
about their drug use is a helpful first step. Knowing teenagers’ conceptions 
of the role of drug use, their peer network, and other aspects of their lives 
pro\ides a window into their world. 



The last portion of a session with Alonso provides a look through that window. 

A: Everything's all messed up noWj you know what I'm saynng? 
Wdiat was all messed up? 

A: My whole life! All my dawgs were going to jail, my dawg got shot 
up. He died. Andy you know. I'm still in this stage like, nobody 
cared about me, I don't care about nobody. 

Themes characterize and encapsulate the emotionally meaningful past and 
current events, experiences, or circumstances of teenagers. Frequently, 
these themes relate to aspects of the identity and self-definition of the 
adolescent’s or parents’ development (Dix, 1991; Oyserman & Markus, 
1990) and to relationship-oriented themes as well (Diamond & Liddle, 

1999; Liddle, 1994a). 

Although teenagers can evcntuidly accept a treatment goal of drug use 
reduction or elimination, this is rarely their initial position. Requiring an 
adolescent to admit to a drug abuse problem may preclude many teenagers 
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j from receiving treatiiient. Whereas traditional drug abuse treatments 
; sometimes focus exclusively and directly on substance use and al)use, 

I many conteinporar>^ treatments emerging from the psychotherapy field have 
I developed strategies that focus on changing substance use indirectly (Miller 
I & Brown, 1997). Although it is preferal)le to influence drug taking directly 
j by having access to and targeting the immediate behaviors that continue 
I and support substance use, such access and direct inten'cntion are not 
I always possible. In fact, with moderate and more severe juvenile justice- 
; involved adolescent drug abusers, direct access or willingness on the 
i adolescent’s part is unavailable most of the time. 

J ' 

I 

I The first stage of treatment is particularly important in the adolescent 
i subs\-steni module (Liddle & Diamond, 1991). Offering a unique, supportive, 

I but chfillenging therapeutic relationship in wliieh the adolescent has, 
j alternately, an advocate, a supporter, a representative, and a tr^mslator 
i \ls-a-vis other family members and extrafaniilit'd others is a viable w^ay to 
j launeh drug treatment with treatment-referred or treatment-mandated 
j vouth (Liddle et al., 1992). 

I 

j The extent to wliich teenagers allow' a focus on drug-taking behavior in 
j treatment varies. A critical method of achieving a drug use and abuse focus 
j in treatment uses drug screen (urine testing) results. Urine screening can 
! be done weekly at the outset of treatment (or throughout treatment, in 
; some eases). With the adolescent’s agreement, and as part of the treatment 
i program’s guidelines, these results are shai*ed with parents. Tliis procedure 
j is defined as a program requirement and is explained to the adolescent and 
I parents at the outset of treatment. (See Clinical Guidelines: Dealing With 
j Drugs in MDUr on page 70 for the protocol on how to use urinalysis [UA] 
results in a session.) Sharing drug screen results with other family members 
in family therapy was first done in the Addicts and Families Project (Stanton 
& Todd* 1982).* 

Although clinical targets for teenagers have much in common across eases 
(e.g., these targets might l)e intrapersonal or interi^ersonal processes and are 
organized into domains that pertain to the self, parents, the family, and 
extrafamilial persons), the sequeiiee of attending to them and the 
conil)inations in which they might be addressed vaiw. Many of today’s 
substance abuse inten'Cntions do not focus exclusively or even primarily 
on substance use. They address, as do MDIH^ and other multicomponent, 
comprehensive, ecologically focused, and developmen tally based models, a 
I “complex array of adjustment prol)lems” (Miller & Brow-n, 1997, p. 1272) 
j know'll to lie related to the creation and continuation of drug taking and 
I related difficulties. Current treatment development focuses on elaborating 
I on different w^'iys to address drug taking. Sometimes, the focus is directly 
j on drug use and W'orking with the drug-taking behaviors of the youth siriiul- 
I taneoiisly with w'ork in other domains (e.g., family relationships). When this 
j focus is available for use with the teenager, it should be used. In eases in 
j which access to drug t^ilting and discussion of drug use are not present 
j initially and the therapist cannot gain access to them, the focus on drug 
j use is achieved in a more indirect manner. 
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I Adolescent Engagement Interventions 



Key Concept: 

Adolescent engagement inten-entions build alliances with adoleseents 
and are crueial to engaging an adolescent in treatment. 



j The majority of substance-abusing adolescents will come to therapy only 
j l:)ccause their |:)arents or the juvenile justice system ordered them to treatment, 
j Adolescent engagement inten-entions are techniques for building allianees 
j with drug-using adolescents (Liddle & Diamond, 1991; Liddle, 1993, 1995). 
t These inten-entions are rooted in empirical and clinical knowledge about 
the difficulty of engaging adolescents in treatment and the adolescent 
development literature that emphasizes the adolescent's disconnection 
j from prosocial institutions (including family and school), which constitutes 
j a major risk factor for drug use and associated problem behavior, 

I Because active participation by a teenager in the therapeutic process 
j increases his or her chanees for success, it is vital to help the adolescent 
i formulate a personal therapeutic agenda. Without it, engagement will be 
I compromised. The adolescent must be convinced that therapy can be 
I personally wT)rthwliile. The therapist must show the teenager, through both 
I words and actions, that therapy will be more than just helping the parents 
{ become more pow^erful and controlling. Engagement and allianee-building 
j strategies are continued throughout the therapy. These strategies have beeJi 
developed in the context of previous research (G.M. Dirimond & Liddle, 
1996) and include the following: 

1. Developing a collaborative mindset. The therapist presents therapy as a 
collaborative process as opposed to a coercive or authoritarian process. 

2. Forming goals. The therapist attempts to help the adolescent define 
therapy goals that are meaningful to and w^ortlnvhile for the adolescent 

I and delineates therapy tasks related to that goal. 

I 

I 3. Generating hope (via contingency and control beliefs). The therapist 
j and teenager diseuss the degree to wiiich the adolescent believes that 
} his or her life cmi change for the better. This includes having the therapist 

I make statements that combat the adolescent's belief that he or she 

1 cannot effect positive change in his or her life. 

I 

I 4. Generating hope (by the therapist presenting himself or herself as an 
1 ally). The therapist states that he or she is willing to work with the 
j adolescent raid, in this relatiojishi]'), to facilitate the adolescent's expression 
j of his or her beliefs and opinions. The therapist presents himself or 

j herself as an ally wiio will support the teerfs quest for positive change. 

I 

I 

j Many substance-abusing adolescents feel they have little eontrol of their 
{ emotions, thoughts, behaviors, and daily life. Although they may not be able 
j to preeisely articulate how- they experience the world, many adolescents 

{ 

I 

i 
I 
I 
I 
I 
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have an unmistakable sense that something in their lives is desperately 
wrong. Several intenentions are used to alter this sense. First, MDFT has 
high expeetations for the adolescent and attempts to inerease the teen’s 
own self-expeetatioiis by providing alternatives — holding up eertain desirable 
behaviors and saving, “This is what you can do, this is what you ean be, this 
is how you ean get along in the vverld, and this is how you ean interact with 
your parents.” The materials used to slteteh this portrc'iit of higher expeetations 
for eaeh family (e.g., attributions, emotions, the past) maybe different, but 
the message is alw-ays the same: “You ean do better, and Tin going to help 
you do better.” 

In addition, MDFT presents high ex^peetations of the parents to the adoleseents. 
Teenagers are told about the god of helping their parents be better parents — 
to be more fair, to listen to and aeknovvledge them, and to be more responsive. 
By talking to adoleseents about their parents’ parenting, the therapist 
makes the teenagers aware that responsibility for change does not lie solely 
with them. This senes to counter some of their pessimism about the possi- 
bilities for change. It can be a diffieult balanee to maintain, but adoleseents 
should feel some degree of responsibility to' help alter their parents’ behavior — 
but not too miieh responsibility. The therapist creates a partnership with 
teenagers that helps them deal with their parents and how their parents 
treat them. Adoleseents appreciate having, and often need, a spokesperson, 
even one who is not always completely on their side. They are aecustoined 
to a world that does not respect them, expects them to be unreasonable, 
and in general incorrectly understands adolescence as a time of necessary 
storm and stress (Offer, Ostrov & liow^ard, 1981). 



In addition to increasing their expeetations, MLIFF literally and figuratively 
helps adolescents find a different language to use and thus a different w^ay 
of being in the world. In one ease, a therapist tried to help a boy communicate 
his unhappiness and frustration through words rather than through violence 
and self-destructive actions. 

The desired language is one in w'hieh the adoleseents ean, to the best of 
their ability, explain their subjective experiences, weiid views, hopes, 
dreams, complaints, and disappointments. Working with the parents is just 
as intense, so that they will be receptive to their adolescent’s new language. 
The following is an example of the type of eommunieation that therapists 
encourage: 

T'herapist (T): So you felt as if you dicin’ c know wluit wets happening 
with your rnenn, Willis? Were you really scared? 

Willis (W): J was litde — 6 or 7 years old! 

T: You thoxight maybe she was dead or something? 

W: Yeah! Eveiy^ night she used to go out. 

T: Eveiy^ night you used to wonder if she’d come back. 

W: Yecth! But ,she clout care at all. 

Mom (M): Wiy f>houldyou say J don’t care? 

W: You don't care! 

M : You knenv I care. 
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W: You dont care. All your feelings is against me. You don't care what 
my feelings is against you. 'Cause you never will let me talk. 

M: 'Cause first of cdl, I never in my life let anybody woiy alxmt me. 

I didn't even let my mother wony about me. 'Cause / always felt 
I could take care of myself. 

W: But you don't feel like I came Jhnn you! 

T: Now, keep gomg, tzeep going! It's imponant that she hear what 
you're saying. Come on, Willis — don't hail out. You said you came 
fi'om her — ( to mom | Do you hear what he teas saying? Wdiat 
was he saymg a minute ago? 

M: He was saying that he camefimn me, and he wants to zcoriy 
about me. 

W: 'Cause you're the only one teho loves me! [pauses] Always seems 
like nobody else cares about me. 



i 



I 
I 
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I During a' session in which the family is discussing Willis" tendency toward 
j property destruction, he seems to tire of the topic and proclaims, ‘VLook, 
Vrn tr>ang to get my life straight! 1 want to go to school, get a job, buy a 
car.” He then goes on to say that he wants to go down the ‘‘good road” and 
that he is tiyiiig his best. He even gets out of his chair to demonstrate his 
efforts to walk down the good road and slipping onto the l)ad road. The 
therapist senses that Willis is tning to eonimunicate wSoniething veiy important 
to his mother and her partner. So the therapist asLs them to all tjilk together 
al)out concrete things that can help Willis “walk toward the good side.” The 
j therapist also asks Willis to tell his mom and his mom’s partner about the 
j bad side. Willis’ mom and her partner ask him about his friends — who they 

I are and what they do. They talk about whether he can say no when his 

! friends tiy to eoinince him to smoke mmljuana. The therapist congratulates 
j him for his good intentions and responsible talk during the session. Willis 
j goes on to talk more about how his friends influence him to smoke marijuana, 

j He even impersonates their voices and uses their words to demonstrate 

I what happens out on the street and shares some important beliefs of his 
j own about smoking marijuana. 



Key Concept: 

MDinr literally and figuratively helps an adolescent develop a different 
language — a new^ way of eoneeixing and expressing his experience in the 
wnrld. 



Many teenagers have difficulty finding wx)rds to express their concerns and 
share their inner experience. In the following description of a family ses- 
sion, the adolescent chooses to act out his efforts to get his life back on 
track. 



I Developniental progress occurs at the cutting edge of a tceiTs current stage 
I of funetioning and understanding (Baumrind & Moselle, 1985). To acquire 
j higher levels of social reasoning and interaction, an adolescent must overtax 
j his or her previous sehcnies of thought and action. Growth occurs by 
j mastering the disequilibrium that constitutes the impetus for development. 

! Drug users tend to “turn on and tune out” and have no context that facilitates 

I 
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j or guides their entrx^ into the iieeessaiy fray of life. Treatment, which first 
I occurs through the mechanism of alliance building between a therapist and 
I adolescent, sen-es as a context to reinstate a core developmental challenge. 

This engagement of the adolescent and the definition of an agenda for him 
or her in therapy is a primarx^ goal in MDIT. It requires the therapist to 
work with both parental and adolescent systems simultaneously, even 
i though the activities in each may seem eoiitradicton^ The therapist can 
i increase the probability of the teenager's success by assuming a posture of 
} respect and support for the adolescent's personal experience, both inside 
I and outside the family. 

j 

j 

i This therapeutie posture is not one of “ehild-saving’’ but rather one of 
{ aeknowiedging that the adolescent has his or her own stoiy that can be 
i “heard'’ in this therapy. This is espeeially important because drug-using 
I teenagers have been found to experience a lack of personal control over 
I their own lives. The teens also feel a profound meaninglessness or lack of 
} direction (Newcomb & Harlow, 1986). MDFT addresses these iniluential 
I organizing themes by, among other intenentions, working alone with the 
I adolescent for signifiemit periods at all stages of therapy. 

I 

I Case Example: There Is Something in Th is for You 

I 

i The following case excerpts, which come from the end of session one and 
j the beginning of session two, illustrate how’^ a therapist might develop and 
j work with the content theme “there is something in this (therapy) for you.” 
Sam, a 16-year-old adolescent boy, is the youngest of four children. At the 
time he entered therapy, Sam regularly used alcohol and juarijuana. He had 
had a history of severe school and behavior problems since the second 
grade. Sam had difficulty expressing himself verbiilly and instead often 
resorted to violence. This seemed to be his predominant w^ay of dealing with 
^ his hurt, anger, and disappointments. By the time Sam came to the 

Adolescents and Families Project, almost everx^one (i.e,, schools, other ther- 
apists, probation officers, his parents) had gix\)n up on him. They had 
Judged Sam to be too out of control, too violent, too incompetent, and too 
unintelligent to l)e a good therapy candidate. One goM of Sam/s therapy xx'jus 
to support his feelings while helping him change how he expressed those 
feelings. An effort xx^as made to make his language and behaxlor more eixl- 
lized and appropriate. Although his parents had separated a year earlier, 
they both agreed to attend therapy. 

I 

j The therapist spent most of the initial session talking xxith Sam’s parents 
I about their family historx^ and current problems. During this discussion, 
i Sam xx^as somexvhat indifferent and periodically belligerent. He was seen 
i alone for the last 1.0 minutes of the session. 

Therapist (T): So xvhat do you think of this? 

Sam (S): It's cool. 

T: You've never been in therapy like this, have you? 

S: No, not like this. 

T: Do you feel yiervous, do you feel. . . 
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S: No. [matter of factly] 1 1\^ just (mother coimsding 

T: / don't think ids going to be another counselmg. Thads not the 
way I work. I think could do a lot here. But, I guess one thing 
I zmnt to know is whether yoidre going to work with me. You 
know what I niean by that? [Sam nods] 

T: Ydu see, dm really interested in who you are in this family, and 
who you want to be, as your own person, Sam. But, rrn going to 
need your help. Do you think you can help, nie with it? 

S: Icantiy. 

The therapist begins to set the foundation for engaging Smn in therapy. 

The therapist establishes his expertise and eonfidenee, tests whether Sam is 
willing to aeeept optimism, and acknowledges that he has a point of view 
that needs to be expressed. T^eeause the family, school officials, police, and 
juvenile justiee s">«tein officials generally sec adoleseents like Sam as antisocial, 
addicted, or disturbed, asking for a teenagcr\s help can counter the biased 
eoneeptions that the adolescent h^ls about adults in authority. The adoleseents, 
parents, extrafaniiliol sources of influenee, and the therapist are all equally 
central to this approach. 

T: Well, you UM me last week, zchen the big fight ha]^Jt)ened with your 
father, that you don 't like dealing with your aiiger that way. 

S: 1 don't, inan, but that doesn't mean any of you are g<mna make 
me change. Maybe Tin wivng, dm run saying dm not. 

T: Would you be interested in learning Iww to deal with things better? 

S: [pauses] Vecdi. 1 w(mld. 

T: Thads s(nnething -we could do here. You know, you didn't look so 
happy when you were hitting your dad. [Sam had lucked and hit 
his father in the family assessment the pre\dous Aveek.] And you 
told me you hate when you get mad at him. I didn't think ynni 
looked too happy. Tonight, I felt that there were times when you 
weren't haj7})y. YYm didrdt like what they were saying. Maybe you 
don't feel they understood you enough. Maybe you feel as if you 
get beticeen your parents. You know, it's a hard situation, your 
parents' being split up. They're still w(yrking things out. It's going 
to influence you. I know that's rough. So, I want to help you zvork 
thnmgh some of that in a way that wo uld work for you. But dm 
gonna need your help. 



Key Concept: 

Grafting themes requires recognizing, highlighting, and eariying fonvard 
to other sessions indications that the adolescent would like something 
to change. 

MDFT looks for opportunities to develop positive themes and goals with the 
adolescent and parents. These must be recognized, highlighted, and carried 
fonvard in sessions and from one inteniew to the next. 

The therapist must cany forward these themes, or as Minuehin & Fishman 
(1981) call them “partial truths,” and lend them back to the adolescent or 
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parent. In Sam’s case, by keying in on Sam’s statement about how he \\T)uld 
like to find a better way to handle his anger, the therapist demonstrated to 
Sam that his words are remembered and taken seriously. His statement is 
used to remotivate him during difficult times or in the early stages of work 
to help illustrate therapy’s possibilities. 

Sam presented as a poor therapy candidate. Most people believed that Sam’s 
feelings should l)e avoided. He was cast as a youngster whose predominant 
feeling (and the one that he was Jiiost *adept at communicatijig) was anger. 
MDl^ work w^as begun with Sam with the assumption that Sam w’as more 
complex. MDFT distinguishes the therapist as a person who can understand 
adolescents; eonfirm their right to have and present their perspective;! and 
sometimes, at least, take their side. 

T: W7iat does that all sound like? Do you want to give it a tiy? 

S: [indifferently] Yeah.. 

T: Would you like to see things change? 

S: Sure. 

T: Wiat kind of things? Wiat would you say? 

S: I don't know, just how I get along %inth everybody. 

T: Do you feel like you get along %vith your mom no%v? 

S: Yeah. Better than 1 used to. 

T: How about your dad? 

S: All right. 

T: It sounds as if he would like to be closer to you. Is that something 
you share? 

S: I don't know. 

T: You doiYt kno%v? Hnvn. Well, it's perfect that you say that because 
that's exactly the kind of thing I'ni gonna ask you not to do. I'm 
going to ask you to say, ^Weah, this is what 1 hate or this isn't 
what 1 want ” Even when it's difficult. But sometimes they're hard 
to say. You're afraid you're gonna hurt somebody, or get angry at 
them, or you might not get what you %vant. But J 'want to help you 
be moie straight with them. 

This dialog seived sinuiltaneously as an iiiten'Cntion and assessment. The 
therapist attempted to obtain answers to the following questions: Is the 
adolescent willing to respond to the framework that the therapist is offering? 
Gan the teenager identify with these eoneerns and begin to articulate his 
own ston^? In wiiieli direction is the adolescent leaning about the possibility 
of a therapeutic relationship at this early point? 

^\^lereas some adolescents will quickly respond to the therapist’s offer of 
empathy and understanding, others remain not only distrustful but hostile. 
The term 'h*esistance” takes on new’ perspectives in light of such factors. 



^ Umieniiumd and confirm perhaps do not earr>^ enough of the connotation of how tliesc 
realities arc both understood or confirmed a?i(/ sliapcd, simultaneously. At this stage of 
therapy, however, given the developing therapeutic alliance between therapist and teenager, 
it is probably more aeeiirate to say that the aim is for a more understanding and 

confirmation of the reality of the adolescent’s life as he or she experiences it. 
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j Another theme here eoneerns the dehnition of a rehitionship that will serve 
j as a eontext to develop new relational and coneeptual skills. In essence, the 
i therapist told Sam that it is important for him to comniunieate more 
j effectively with the world and, in a sense, with himself about his reactions 
I and experienee. 

I In the previous example, Sanrs tentative responses are a cue not to push 
I too much. By meeting Sam’s tempo, but sometimes extending the apparent 
j limits, the therapist and Sam together eoestablish a session’s pace. 

I Establishing a link to the first inteniew, the therapist began the second 
j session by meeting with Sam alone. New information, as it emerges, must 
j be factored ijito therapy. - Before this session, Sam had received the news 
that his probation officer wanted to send him to a boys camp for a year 
because he hit a teacher at juvenile hall. This crisis w^as used to heighten 
j the importance of Sam’s partieipation in treatment. The segment begins 
j with Sanrs explaining that, if he is sent to the camp, he will run away. 

j S: I meaih i doiTt care about doing time. 

I T: What do you ?nean, you don't care about doing time? 

I S: Oh, / care about doing time, but I don't zmnt to be that far azvay 

j from my pa^'ents where I can't. 

I T: Sam! 1 don't get it. 1 appreciate that you want to be around them, 

\ hut how does it happen that you get in .such tangles zvith them? 

i S: My dad just starts arguing and I snap. / knozci they're not going to 

\ get hack together, but it still hurts me when they start arguing, 

even if it's petty. 

/ zvant to ask something of you tonight, and it's going to be really 
hard, because I think you' re in a lot of pain in this family, right? 

S: Kirulof 
T: What? 

S: Yeah. Maylx^. 

T: You admitted it to me the first time zve met! 

S: I krurcD. 

T: Why don't you like to admit it? 

S: I don't knozCj man. (starts to cjy] Everything is just messed up. 
j T: So, you try to he tough so nobody knows you're huriing? Does it 

j feel safer that way? 

I S: Yeah, usually, then people don't ask me zvhat I'm feeling. 

j T": People don't ask you questions because they jrust think you're zvild 

j a nd out of control? 

\ S: Wuit? 

I T": Talk with your parents about how upset you are. Becaiuse I think 

j they would have a, different take on you if you could he straight 

I with them. 

J 

I 

» 

i 

{ 

j - Qjie of the most difiieulr, c lull lenses tor miy thenipist is providinj^ therapy with consistent 
! themes (vvhieli, of course, develop and evolve over tlie eoiirse of therapy) while ineorporatin^ 
I new eon tent into these themes. This new content often serves as a major factor in the 
I themes' transformation, 

I 

1 

i 
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I Sam began an important proeCvSs. He is starting to share wliat might be 
\ ealled the stojy of his life. This example illustrates how the affeetive realm 
j is used, in part, to engage the adolescent in the therapeutic process of 
I examining his or her life and generating dternatives. (Work in the emotional 
I domain is done with the parents as well; see The Parents and Other Faniilv 
I Members Subsystem Module on page 105.) 

I Key Concept: 

I Catharsis or emotional expression, per se, is not a therapeutic goal. 

! However, foeusing and facilitating a teeirs or parent's ejiiotional expression 

I may be nceessaix^ as a pathway to, and perhaps as a mediator of, ijidividual 

i change, 

I 

{ 

i Again, MDFT targets multiple realms of life for assessment and inteiwention. 
i The affective realm is but one of several targets of the therapy. Not all 
j teenagers are willing or able to talk about their emotional disappointments, 
j nor is it neeessajy for ever\^ adoleseent to do so. Catharsis or emotional 
I exin'cssion, per se, is not a goal of the therapy. Howevej*, eonversations 
j about one's feelings are one important aspect of multidimensional work. 

I They m*e a pathway to create indhidual change, solidib" engagement, establish 
j and maintain alliances, and help family rnembei’s establish new and healthy 
I wav’s of being with each other. 

i 

i Key Concept: 

I 

An important goal with all teens is to help them acquire a new^ language, 
a means of making vsense of their lives and beha\1or, as w^ell as a means 
of communicating this Jiieaning and interpretation to others. 

In this vSCvSsion, the thera|MSt facilitated Sam’s description by empathieally 
appealing to the affeetive side of the stoiy. Affective content became a 
therapeutic foundation with Sam and his kunily. This addi'esses the question: 
“Can I create a setting in w'hieh (partly as a result of his interactions with 
me) Sam can relate to his parents?”^^ At the outset of sueh hoped-for 
transactions, as wvas the case here, it is sometimes sufficient to simply have 
adolescents sort out, in conversation with the therapist, their many and 
frequently overwhelming feelings. Ultimately, however, an important goal 
with this teenager, and with many others, wus the development of a new 
kmguctge. This term is used to describe a new^ way for adolescents to relate 
j their experience to the werld and replace defiant acts and self-administered 
j anesthesia (e.g.,' alcohol and drugs) with more functional thoughts about 
I themselves and others, feelings, and behavior. The goal is to help teens find 
I a new- way of being in the world. Treatment develops new options and 
i interests for the teen. 



j Althouj^h modeling certainly is n factor in a clianj^e process of this nature, the MDFT 
I conception of change centers more on the work tliat occurs in tlic therapeutic relationship 

j between therapist and adolescent and on the changes that are practiced outside the therapy 
I session than on a modeling tlieoiy per se. 
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I Clinical Guidelines: Dealing With Drugs in MDFT 

I 

j Many family therapy models have ignored the topic of drugs (except 
j Stanton ai/d Todd, 1982; Kaufman, 1985; Waldron, 1997; and 
I Fals-Stewart and, in the alcoholism area, OM^arrell tand Steinglass and 
I colleagues) or have been less than clear about how to address drug use 
I within a family therapy-oriented treatment. Family therapists are not alone 
j in this regard. Miller and Brown (1997) describe a similar situation in the 
I fields of psychotherapy and alcohol and drug abuse, 
i 

1 Early in the development of family therapy, drug treatment wns left to the 
1 experts in the alcohol and drug field, whereas most of the drug experts kept 
! out of mainstream family therapy and psyehotherapy. The classical family 
therapy philosophy warned against overfoeusing on the symptom (whiehever 
symptom happened to be present). Some perspectives in family therapy, 
i most notably Haley’s (1976) problem-solving therapy, did not ignore the 
j syTOptom and used s\nmptomatie behavior as a motivator to focus on and 
j leverage change in family and other relationships. Even in Haley’s approach, 
I classic family therapy thinking remained — the Itey to ehanghig individual 
I S)TOptomatology was in changing family interaetion. These early periods of 
j family therapy rejected “disorder-based" thinlung. Although this has 
} changed considerably (see Pinsof & Wynne, 2000), it is easy to see how this 
j preoccupation affected family therapy’s movement into clinical specialties 
i such as drug abuse. 

j MDFF, Drug Ahme, and Standard Family Therapy Practice 

I There are several areas of agreement between MDl^f and standard family 
therapy practice: 

• It is important to look at drug use and abuse in the context of 
other s\TOptoms. 

• The therapist should tiy to link drug use and abuse to family 
relationships and to individual functioning and contextual 
circumstances. 

I • It is importmit to overtly define drug use as a form of communication 

} about the adolescent’s circumstances. 

j 

I The following are two areas of disagreement: 

I • In early-stage family therapy terms, dysfunctional children were 

i “saving” the family by holding together parents wiio might othenvise 

j separate or divorce. MDFT holds no such beliefs about vviiy 

i symptomatic behavior exists. Although a teen’s drug taking may 

i indeed be related to problems in the family, some of which may 

j be longstanding, it is also possible that the antisocial behavior of 

j the teenager, ineluding dioig abuse, may be more lelated to peer, 

I inten^ersonal, or othei* environmental faetors than family relationships, 

j Drug use and dmg taking me seen as problems of development. 

I 

I 

I 

1 

I 

I 
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I • MDirr does not assume that changes in family functioning 

I (changes in parenting practices or in parent-adolescent relation- 

I ships) are sufficient to alter drug-using behavior in all eases. (See 

I Schmidt, laddie & Dakof, 1996, on the relationship of parental 

j change to adolescent changes in drug use and l^eliavior problems; 

j Palmer & Liddle, 1994, on the association between parent- 

j adolescent relationship changes and adolescent school performance 

i [grades]; and G.S. Diamond & Liddle, 1996 and 1999, on resolution 

I and nonresolution models of in-session parent-adoleseent 

i relationship eontliet.) 

i 

I MDKI\ Drug Abuse, and a Chemical Dependency Model 

I 

I 

{ There are two areas of agreemejit between MDFT and a chemieal dependency 
i model: 

j 

j • Drug abuse has serious health and social/emotional developmental 

[ eonsequenees. 
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• The specifics of drug taking must be focused on directly (e.g., 
jiot all s\7nptoms are the same, not all can be treated by the same 
jiiethods). Methods such as eojidueting a behavioral analysis of 
the circumstances of drug use (e.g., people, places, things), 
determining the coiu'se and development of drug use, and 
identifving ways in which it is presently maintained are core 
aspects of any respojisible treatment of adolescent drug abuse. 



The following are some areas of disagreement betw^een MDIT and a chemieal 
dependency Jiiodel: 

• In MDl^r, creating a frajiiework for dealing with drugs and one’s 
life in an overt manner is most important and useful. This frame- 
work promotes cooperation and creates the kind of context that 
enhances health and development rather than patienthood. 



I • Although it is true that parents can enable the drug use of their 

teen, in MDCT it is assumed that changes in the parents’ behavior 
and family environment that are organized by parents can have an 
iiifluenee on the drug use of the teenager. 

I 

I • In MDFf, teaching clients that they use drugs becauwSe they have a 

j . disease may not enable them to examine the multiple aspects of 

j life that can provide eoiierete alternatives to a lifestyle of drug 

! and antisocial involvement. (See Alexander’s '‘adaptive model” of 

j drug use and abuse [Alexander & Hadaw^ay, 1982] as woll as 

j Peeie’s model [I9S6].) 

j • Generally, the greater the number of risk factors present, the 

} more directly the therapist focuses on drug taking and drug 

j abuse early in treatment. The following risk factors are used as 

guides for tailoring and calibrating MDFT interv'Cntioiis. 
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I - Early-onset drug use 

I - Frequent use of hard drugs with marijuana and aleohol 

; - Regular and patterned drug use (versus binge or episodie 

I use) 

j - Strong bonds with drug-using peers 

j - Drug use by parents, another signifieaiu adult, or sibling 

j - Neighborhood or coinniunity risk influenees 

1 - Signifieant discoimeetion from school and family, 

I 

j How To Deal With Drug Use and Abuse 

1 

I 

} The following are points to keep in mind when discussing drug use in the 
j context of MDIT: 

1, Family or parent involvement is critical. But a change in parenting or in 
I parent-adolescent interaction is not necessarily sufficient for a change 
I in adolescent drug use, especic'illy if several risk factors are present. 

{ 2, The more patterned the use, the more important inten'entions to 

} domains outside the family beeorne. These inteiwentions are intense, 

I comprehensive, ajid able to directly influence the drug-using behaviors. 

I The eireumstanees that arc rnaintaijiing the drug-using behaviors are 

I not all interpersonal, familial, or related to the past or current quality 

} of parentijig, 

I 3, The therapist uses individual sessions with parents in specific ways (e,g,, 
to buy time, to teach them about what aspects of the teenager's behaxior 
they should attempt to influence and what they should not deal with 
directly, to teach thejii how*' to be more than a detective, to teach thcjn 
how to talk to their adolescent about many topics, including drug 
behaviors), 

4, MDFl^ uses individual sessions with the teenager in another important 
way: framing the therapy, what it is about, and what it might do (e,g,, 
j get them off my back, get probation off my back, do an inventorv^ of my 
life, work on particular behavior, talk over my life with a mentor or 
friend), 

1 5, The parents’ stmid against drug use, as well as their clear communication 

j of this stand, is a strongly predictive protective factor (see Hawkins, 
j Catalano & Miller, 1992). An important part of the therapist’s function 
} is to help clarify, refine (if neeessaiy), and articulate the parents’ stand 

} against drug use. Some resources to assist the therapist in this endeavor 

j that can easily be adapted with the MDFT parenting module are Parents: 
j The Anti-Drug (wwv.theantidrug.eom) and The Parent’s Role, and Tips 
I (wwv, dr u gf ree am e r ica , o rg/) , 

i 

i 

I The following points illustrate how* drug use and drug taking are 

j conceptualized and discussed in MDFT. This t>pe of strategy is important 

I because it is challenging to faeilitate a successful drug abuse focus in 

j treatment with teens, 

1 
1 

I 
I 
I 
i 
} 

I 
I 
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1. Drug use is indicative of a liealtli-eoiiipromisiiig lifestyle. This focus 
places less emphasis on the morality of drug use and abuse and more 
emphasis on the context or lifestyle. Parents are eneouraged and helped to 
directly articulate to their teen why drug use is a problem. 

2. Drug use is a elioiee, something that one willfully does for definable 
reasons. The frame for the teenager is “sometimes choices on one 
occasion happen over and ov^'r again; they become habits.” Succeeding 
in this realm means that workable and useful frames are created. 

3. I^arents are more important in early adoleseenee than later when peer 
influenee assumes greater strength. Their inten'Cntions. need to take 
peer influences into account as directly as possible. 

4. Generally, when teens are using drugs a great deal, there ^ire consequenees 
that are upsetting to them such as dating problems, work problems, 
school failure, family disaffiliation, and/or extreme negative feelings 
about themselves. 

5. Some dmg use is normal. In some crises, drug use ean be part of a natural 
experimentation process coupled with a teeji’s propensity toward 

risk taking (see Newcomb and Rentier, 1989). But adolescent drug 
abuse is a sign of developmental difficulty and dysfunction and indicates 
the need for intervention. 

Overall, MDFf seeks to develop drug use as a physieal and mental health 
issue and a lifestyle issue like smoking, driving while under the influence, 
not using seat belts, dropping out of school, poor nutrition, unsafe sexual 
pnietices, and delinquent and antisocial activities. Asking about, and 
discussing in detail, smoking, use of cojidorns, use of seat belts, drinking 
or drug use while driving, or drug use in situations that compromise safety 
and well-being ean develop content themes. 

The goal is for the adolescents to talk with the therapist about their lives, 
including their psyehologicjil mid physieal health and their eoneeption of 
health and lifestyle issues, their neighborhood (e.g,, safety, availability of 
drugs), and other social influenees such as parents and peers. Health and 
the facilitation of development are promoted, and factors that detour teens 
from mainstream eonneetions and possibilities are discouraged. 

In-Session Inteiuentions Pertaining to Drug Use 

The therapist does not reveal to parents an adoleseent’s discussions about 
drug use in individual sessions, but he or she does talk with them about 
what drug use represents. It is important to establish confidentiality (“Is it 
okay that I tallv with your son about his drug use, although we will not 
always talk about it here with you present?”). The adolescent is to discuss 
with his or her parents not only drug using per se but the eontext in whieh 
drug use and other problem behaviors have existed. The previously outlined 
teehnique of establishing a separate therapeutic relationship with the 
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j teeiir-iger and the parent is used to orchestrate discussion of sensitive issues 
j about drug taking and delinquent and antisocial acts. 



I The SNTiiptom frame is used sparingly and not this way: '‘You are doing 
I this because you are afraid to grow up” or "You are keeping your parents 
j together or keeping them involved with you and not with each other.” Even 
I though drug use may be connected to these “other things” and unhappy 
i relationships with parents, the treatment has to focus on drug use itself 
I (the circunistanees of use, patterns of use, social environment of use). 

I Therefore, it is important to talk about it directly. 

{ 

I 

i The way MDIH' programs talk about drugs is different from the way other 
j progrmns talk about drugs. Research on adolescent rolelessness (see 
Nightingale & Wolverton, 1993; the Gariiegie Council on Adolescent 
Development Report, 1989; and Takanishi, 1993) in our society reveals that 
j many teenagers do not have sufficient eontaet with or opportunity for rela- , 
I tionships with adults (e.g., socialization and natural mentoring). Adolescent 
! behavior and problems must be understood from this perspective as well, 
j Similarly, the introduction of cultural perspectives is n<:)t excluded or 
I ineompatible with this perspective (Jaekson-Gilfort, Liddle & Dakof, 1997). 

1 The adolescent is not only drawn to the peer subculture but is aetually 
I pushed tow\ard it by adults who are afraid, repulsed, hurt, and angered by 
I the young person's behaviors and the consequences of that behavior 
} (Steinberg, 1991). This is what therapy must undo. 

Some issues to explore are what drug use means to the adolescent and what 
his or her philosophy of use is. The therapist attempts to obtain details 
about the adoleseemYs life as it pertains to using — not only details about 
how much and what lands, but the real details — by asking questions such 
as: Who do you do it with? What is your relationship to them? What is the 
social setting when you use? What happens that is fun or pleasurable? The 
therapist looks for exceptions to the rule — that is, if the teen feels good 
while doing drugs, are there any aspects that are not fun, such as the danger 
involved? It is important to emphasize the social aspects of drugs such as 
the comradeship, socializing, sexual freedom, and release of social inhibitions. 

Key Concept: 

j Guided by detailed description of an adolescent's lifestyle, the therapist 
j becomes an expert on the adolescent's world. 

j No level of detail is too small. The therapist tries to feed into some of the 
j natural egocentrism of the teemiger (the telling of one's exploits). The 
j therapist should not be impressed with, shocked by, or in awe of what the 
I teen does. He or she should hear the details in a w^ay that works to interpret 
I and reframe them as the dialog eontinues. This process might be facilitated 
j by using wiiat is knowai about the peer worlds that adolescents inhabit such 
j as the worlds of "jocks,” "geelvs,” "brains,” and "gang bangers.” The therapist 
I should get the teenager to be a tour guide to tliese differen t worlds and in 
I particular to the group with wiiieh he or she is most identified. 
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I All of this tries to get at the world that is walled off from most adults. 

I (See Multimedia Tntenentions on page 99.) Adolescents are not cooperative 
j with adults about these details, which are hidden for good reason — the 
I eonsequeiiees are or can be grave. 

I 

j The therapist works alone with the teenager to get a ground-level view of 
I the adolescent's evenday life. It is as if the therapist researched the daily 
i comings and goings of teenagers by having them carr\^ beepers so that they 
i could cheelv in with the researcher and report their activities fretpiently. 

! The method of using some version of daily or near-daily diar>' cards 
I (Linehan, 1993) to track drug use, eiroujustanees of using, and feelings 
I and thoughts while using has been tried. 

I 

t 

j Open discussion about drugs that is not punitive, eoercive, or moralistic 
I can be a startling new- experience for youth. Enlisting teenagers in an out- 
I patient therapy, even with the sanction of the court, requires great skill. In 
j addressing these ehallenges, a therapist's capacity to define treatment in 
j personally mccaningful ;uid motivating w^a\^ is critical to successful engagement. 

I Content and process aspects of this framing process are evident in what we 
j call the N\TD Blue intenention: “You are at a turning point in your life, 
j Wdiat you do here can help or hurt you. I can help your situation'’ (with 
I parents, school, probation). This is one of the standard stances taken by 
I interrogating detectives with a suspect wlio finds himself in a tight spot. 

I Here, the suspect is being detained because he is imder suspicion for 
j eornmitting a crime, and the detective, in the interrogation, offers a deal 
j if the suspect will admit to the crime or provide information about another 
j suspect. 

I 

I 

I This general strategy has been a common one in the behavioral therapies 
I for some time: “I w-ant to know whether you are interested iji joining w ith 
me against the drugs, the streets, and the other things. Are you interested 
in learning how' to take a stand against drugs and the forces that pull you to 
them?" In addition to its recent adaptation in family therapy, this method 
has been used as part of the chemical dependency model of addiction and 
inteivention: “It is something that you cannot help; you do it, l)ut it is out of 
your control." In this strateg>\ drug use and what conies with it (school failure, 
poor social skills, affiliation with losers) are unfortunate lieeause they can 
get the user in trouble and prevent him or her from experieneing wiiat life 
has to offer. It tdso goes with the standard statement: “Your current way of 
being is not wxirking out veiy well. It is not helping you tell your stor\^, get 
I what you w^ant, define who you are, or tell wiioin yoirre becoming." The 
I following conversation completes this framing technique: 

I 

< 

I Therapist (T): You are using now, light? 

j Adolescent (A): Yes. 

I T: Gan you stop doing it? Or would you like to haroe some help in 

j stopping it? I zvould like to help you take a stand against all of 

this trouble thads happening in your life. 
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Another frame has to do witli defining treatment in a different way, vSucli as: 

T: I wendd like to see whether you would be interested in using this 
tune CO take a look at sotne areas of your Ife. To check in and do 
an inventoiy (what's going zcell, wlutds not), atid ask yourself, 
'‘Wdiere am I going?'' — that kind of thing. 

Sometimes, the adoleseent's agenda in relation to his or her parents can be 
used QA can help you deal with your parents. They are veiy much on your 
back these days.'O 

In situations in which the youth says that he or she is not using, drug tests 
come into play. Urinalysis provides a basis to urge the teenager into discussion. 
A UA focuses so directly on the drug use and provides such corroboration of 
using behavior that it actually lets the therapist get past focusing on the 
drugs per se. 

UAs have many other uses in ongoing treatment. If they indicate drugs are 
not present, tliey show the parents and other intluential people or s>^terns 
that change (in this realm at least) is occurring. This buys time, relieves 
pressure, and helps evervene develop a more cooperative, positive spirit 
about the teenager. 

Several steps are imelved in using drug screen results in treatment. 

1. The therapist needs to establish that the topic can be discussed. This is 
not a small accomplishment. Even if the veuth is dishonest and deceitful, 
the premise is that a frank discussion of use is better than continued 
secrecy and covertness. Furthermore, this accouiplishinent (making 
drug use something that is discussed openly) could be an importruit step 
toward change. Of course, when this discussion continues without change 
occuning, it may indicate that things will not progress beyond this first 
stage (even though this stage changed the context of the teen's use). 

2. The therapist works directly on modifying some aspects of the 
circumstances of using — any modification is better than none at all. 

3. The therapist werks to get the teen to “observe’' and comment on his 
or her own use or lifestyle, particularly the social cireumstanees and 
psychological, intrapersonal aspects such as feelings, mood states, 
thoughts, and behaviors. 

4. The therapist vverks slovviy, being careful not to turn the discussion into 
a one-sided attack on one aspect of the teenager’s life. 

5. Change in drug use, or in feelings or thoughts about drug use, can be 
presented to the parents as evidence. 

6. From this position, the ‘'storv1x)m*d” may look quite familiar, as new 
conversations with the parent are organized through individual vv^ork 
with the teen. The therapist moves back, and forth between working this 
content into sessions with the adolescent and with the parent. 
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I AdolewSceiits are told that their use of drugs makes them ineffective at 
I expressing their legitimate eoiieerns rand eoinplaints, although eaeli teenager 
I has some valid reasons for his or her behavior mid unhappiness. These 
I problem behaviors are related to adoleseents’ inability to competently 
I explain their thoughts and feelings, such as identity struggles and past 
I hurts, to the adult world of parents and te«aehers. The therapist works 
I with adolescents to eonvinee them that therapy can be a forum where 
j such eomniunieation improves. 

I 

I 

I There are times when adolescents are a danger to themselves or others. In 
j these c«ases, a short hospitalization or placement (such as in crisis stabilization 

I units and short-term halfway houses or shelters) may help establish a 

i drug-free state and/or a needed timeout from the teenagers’ families (and 
I the families from them). In some of these short-term stabilization intenen- 
I tions, however, family sessions can be eontinued while the teenager is in 
I residen tial pla cement . 

f 

I 

j Practical Guidelines for the Use of Urinalysis in MDKf 

I The MDFT therapist deals directly with the adolescent’s drug use in therapy 
j and monitors this use through weekly UAs. The UA used in the Cannabis 
I Youth Treatment study screened for eoeaijie, amphetamines, opioids, and 
I tetrahydrocannabinol use and included a temperature strip to verify 
i unadulterated samples. The results of the urine sereens are shared openly- 
j with both the adolescent and the family-; the understanding that drug use 
j will not be kept a secret is established from the beginning of therapy^ The 
results of drug sereens are not, howwer, reported routinely to Juvenile justice 
officials. Sharing such information with a probation officer, for example, is 
at the discretion of the therapist and with particular goals in mind. 

Clinical charts show ing the presence of drugs offer concrete proof of their 
actions to teens w^ho may be in strong denial (juarijuana will stay^ in the 
adolescent’s system for up to 3 wrecks). For adolescents with a history^ of 
cocaine use, UAs must be more frequent — often at eveiy contact — l)eeause 
! 3 day^ after the last use, the screen may not detect cocaine. When the teen 

I has a history^ of opioid or amphetamine use, the therapist must become 
I knowiedgeal:)le al)out those drugs. It is essenti^il for the therapist to have clear 
and eorreet information about the effect and duration of substances in the 
human body. 

I The MDin^ therapist, as a part of the ongoing trusting relationship with the 
j teen, will often say% “So, tell me wiiat it's going to be,” before conducting 
I the screen. This interaetion is significant because it offers the teen the 
j chance to be honest about his or her use with an important adult. It sets 
! the stage for future honest communication with parents <"uid other important 
I individuals in the adoleseent’s life. A major part of maintaining drug 
j abstinence is moving from dishonesty' to honesty about drug use. 

i Wdien an adoleseent’s urinalysis show^s that no drugs are present, it can 
1 pave the W'ay for the «adolescent and his or her parents to begin eommuni- 
! eating differently'. The ease example of ^‘M.” illustrates the use of a urinalv’sis 
j in an MDFT family session. 
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j Case Example: M. 

j M. is a teen who, because of charges unrelated to his drug use, was 

! eoiifined to his house nfter 6 p.m. unless he was with one of his 

j parents. A major theme of his hunily therapy has been trust and 
j eomniunieation between family members, especially between M. 

} and his parents. During a family session in the home, M.’s therapist 
} worked with them on communication skills, but M. became sullen 

I and refused to speak. Upset because his mother believed he had 

j been smoking marijuana the day before, didn't trust him, and 

j became angiy at him, he then burst out angrily at her. M.’s mother 

I replied that his e\os were red and that she had little motivation to 
j trust him. The therapist worked with mother and son, then used the 
urinalysis as a w^ay to reestablish trust among the family members. 

The therapist suggested that M. t»ake a test to demonstrate that he 
is reliable and can be trusted to go to certain friends’ houses after 
j sehool. In this way, M.’s therapist indicated that she trusted him, 

I believed he W'as telling the truth, and advocated for him with his 

j parents. His parents, in the meantime, worked on establishing 

{ aeeeptable guidelines as to wiiere M. would be allowod to go in the 

I ' immediate neighborhood — this w^as their w’ay of showing trust. 

I Here, M.’s therapist supported the parents' need to establish those 
I guidelines and know without doubt that their son was not using 
I drugs. When the urinalysis showod no drugs wore present, his 
I mother kissed him on the cheek and expressed her relief, and M.'s 
I therapist showed her pride. Using the urinalysis eireumvented 
arguments and facilitated famih' agreement. 

When the adolescent does not w^ant to complete the screen, it is frequently 
because he or she was using. The therapist may simply ask, “Is th<at because 
it will show=' drugs are present?” or “Are you afraid of what the results might 
be?” Often teens will continue to stall by sa>ing they eaniiot go to the 
bathroom or that they just went; usually they are afraid of the consequences 
wiien the results are know^n. At this point, the therapist will need to pnmde 
cups of w-ater for the teen to drink and go on with the therapy session. After 
sufficient time and w\ater, the therapist may ask the teen again, “So, wkat 
j will the results be?” and encourage him or her to tiy going to the l')athroom. 

I If the adolescent continues to deny using and will not complete the screen, 
j it may indicate the teeir s overall distrust of relationships and a hesitancy to 
i trust anyone in a situation where he or she may experience negative 
! consequences. 

I 

I 

{ With consistent encouragement and the knowiedge that the therapist will 
! not let up, the adolescent will complete the screen. Some teens will adulterate 
j urine by adding water or other substances, wiiieh the temperature strip will 
j indicate. The therapist may say, “You know', this temperature just isn't 
I right; wiiy don’t you tiy again?” Once again, the teen may be reluet^int, btit 
I suffieient time and w^ater will encourage him or her to complete the screen. 

I MDFT therapists have never had to request a screen more th<an two times. 

{ Wlien a urinalysis show\s drugs are present, the therapist elicits the details 
I of what happened: w-hen did the teen use; wiiat dav and time and in wiiat 

I ■ ’ 

! 

I 

} 

t 

I 
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j place; how inueh and what did the teen use; how many times; what were his 
I or her thouglits and feelings before, during, and after; whieh friends were 
I present; and most important, how could the use have been prevented. This 
j detailed knowledge will help the therapist formulate ways of working with 
I the teen and his or her family later on. The strueture may inelude increasing 
j 12-Step meeting attendance; greater parental superxision and less free time, 
j ineluding a more secure curfew; or brief residential treatment for stabilization. 

\ Another option maybe more frequent cheek-in with a juvenile probation 
I officer and department of justice sanctions; these are seen as last-chance 
j efforts and often send more punitive than therapeutic messages to the teen. 

I 

I The clinical chart is a powerful tool for the therapist with a teen in strong 
I denial. It provides concrete grounds for discussing restrictions with the 
I teen, and he or she, in turn, gains an understanding of why consequences 
j occur and where he or she is in the treatnient process. If an adolescent's 
j chart consistently shows the presence of drugs, it focuses on the question 
j of whether the adolescent is really considering stopping his or her drug use. 
! 

j MDFT therapists offer teens the opportunity to tell their parents their UA 
j results themselves. Again, in keeping with the philosophy that secrets are 
j not a part of reeovxiay, the adolescent is reminded that parents will know=^ 

I the urinalv'sis results and that this is his or. her chance to be honest with 
I them. W'lien the adolescent chooses to tell his or her parents that the UA 
i show'ed drugs wqvq present, it gives the teen a different way of being in a 
i relationship with his or her parents. Alternatively, the therapist may tell the 
j parents the results of the screen during the next family session with the 
j teen present and then work through the consequences in that context, 
j How^ever, if the therapist believes the parents’ reaction will be extremely 
I negative, then the therapist will meet with the parents separately to process 
j their reactions before including the adolescent. The case example of “B." 

I below- illustrates using urinalysis results to help ‘TI.” with the details of the 
event and his mother with processing it. 



I Case Example: B. 

I B. is a teen whose father is a chronic, severe alcoholic in rehabilitation 
during the time of this session. B. had not used drugs for several 
months l:mt had used marijuana, which show'cd up in his UA the 
w'eek before. Initially during the individual session when the screen 
showed drugs were present, B. denied using and indicated that perhaps 
it wns because he w'as in a ear where someone else w^as using 
I marijuana. After a second test showed that he continued to lie about 
j using, his therapist explained that the tests do not lie and that he 

I must have used drugs. B.'s therapist then werked with him on the 

j , concept of relapse, stating simply that it meant eveiyone w'oiild have 
I to W'ork harder to help him continue to recover. At that point, B. 

I finally admitted using and shared the details with his therapist. This 
therapist’s nonpunitive response allowed B. to begin a different kind 
i of relationship with his therapist and deepened the trust between 
I them. During the next session, B. said he had something to tell his 

I mother but that she could not tell anyone. The therapist interrupted 

! him and indicated that if he w-as agreeing to be honest, he could not 

j extract promises beforelumd. 
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j The follovving dialog resulted from this case example. 

I 

! Therapist (T): We'll talk about that later. First, jmt tell her what you 

j need to tell her. 

j B: [head low] I came itp dirty. 

j Mother (M): [sighs] Why? 

j B: [dying, looking down] I smoked again. 

I M: With who? 

j B: With these girls from the pool. They were smokiiig. The day I had 

j told you I was going to the pool before I met this guy. I went to the 

j pool and they ivei^e siiiokmg. I was getting ^inendly with them and 

\ then I got their phone number and they asked me if ! wanted to 

j smoke. And J told them no and then I told them, you know, that I 

was ill a program [sniffs] and they went like that [demonstrates 
with his hands, someone offering] in front of me [laughs nenously] 
j and then I was like, damn. And then I told them no, again, but 

j then like they got up and %eent like this, you sure? [puts hand in 

! front of his mother's face as if offering her something] Just hit 

\ one time, [laughs] / couldn't tell them no, again. So f hit it. And 

i then they kept on smoking and then I stayed talking to them. J 

i W'fcus like, ncJi, 1 caiit smoke no more. And then %chen it came 

I around again, I got it again. I smoked again. And 1 kept on talking 

I to them and then I went home. And remember that was the day 

\ you saw something wrong with me. you told me, A\'hads %vrong?'' 

i Then 1 went to sleep [laughs nenxnislxd . Remember that %vas the 

j day? 

j M: I had thought you xvereiTt doing anything anymore. 

j B: And then I saw them again when I %vas with this guy. But this guy 

don 't smoke. So I told him what hapix^ned, that I teas smoking 
with them. And then like, 'cause 1 didn 't want anyo ne in the family 
to know. You know eveiybody thinks I'm doing good. So in d 
weelzs, they're gonna give me another drug test. To come out 
clean, it takes d weeks to get [drugs] out of my system. 

M : You really have to want to stop srnokmg. 

B: [ know. 

M.: 'Cause if you don't. . . 

B: But I did. [was 3 months tcithout srnokmg. Three %vhole months. 
M.: But I feel that the reason you %ceren't srnokmg %vas being here in 
1 the program. 

j B: That's probably tme [laughs]. 

I M: I mean chads. . . I don't know. 

} "V: Let me cusk you this, Bobby. When you were telling your mom, 

j %cere you ciymg a little bit? 

j B: Lfh huh. 

j T; lV7tv? What xvere you crynng about? 

j B: [ciying] 'Cause I know she, like right now, she said / was doing 

I good. 

I T: So what are you feeling? Why are you crying about that? 

I B: 'Cause I was doing good. 

j Hmm? 

1 M.: He wants to do good. 

I 

I 

I . 

I 

I 

I 

I BB 
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B: I zvas doing good. 

T: Okay, so %vhy are you cnnng? 

B: 'Cause now I knoiv she don't trust me. She don't krunv if Fm 
gonna, smoke again. | sniffs] / don't blame her 'cause she don't 
know; / don't even knmc. [sniffs] 

T: Okay. Y\ni're making a really good point okay. She doCsSn't hurw 
if you re gonna smoke again or not And so she can't tnust you 
and you said you don't even know. Right? 

B: Y'eah. I don't even kno%c. I kmrw I don't want to smoke again. 

That's why Fm hanging aimind. this guv that doesn't smoke. 

T: Okay. 

B: So like, I won't. 

T: Be tempted. 

B: Smoke. And he's, like he's nice. I like him a lot. He don't smoke so 
J know that he zvon't tempt me to smoke. I don't kno'W if like 
another girl zvill come around and make me smoke again. 

T: Okay. Well, let's go back to just what you're feeling right now; that 
it's making you cry. I think you've let somebody down. 

B: /\ lot of people. The whole family. 

T: Wlio've you let down? 

B: The whole family. That's , why I don't zcant nobody to knozv 
[laughs nervously] . 

T: The biggest thing about addicts is that addicts use dmgs, okay? 
But the second biggest thing about addicts is their secrets and lies. 
Addicts keep secrets and addicts tell lies. So my suggestion to 
you, Bobby, is not to get involved in secrets and lies, not keeping 
some big secret, okay? That won't help you. 



B.’s therapist then shifted the foeus and began to work with B. on how 
important honesty rmd not keeping seerets are to his recoveiy. B/s therapist 
proeessed with B. the lund of relationship B. eould have with his mother. As 
a young man, not a little boy, he would need to be direct and lionest with 
his mother and have a mature relationship with her, “telling the truth like a 
man.'’ To help B. develop empathy for his mother and to aeknowledge how 
B.'s mother was feeling, his therapist began talking with his mother about 
how guilty, terrible, and angrj' she felt when she knew B. was lying to her. 
His therapist helped B.\s mother reaffirm her love for B. Both mother and 
son then were able to work on having a different kind of relationship, in 
whieh B.'s mother screamed at him less and in which B. respected his 
mother enough to tell her the truth and be honest. B.'s therapist helped 
I them think of new ways for B. to stay sober and learn from the situation, 
j It was decided to address the relapse by eondueting a new urinalysis in 3 
I weelcs, increasing the frequency of AA and NA 12-Step work, and using 
I sessions to focus on B.’s use patterns and sobriety. In wrapping up the ses- 
j Sion, the therapist and B.’s mother agreed to spend some time in individual 
I sessions to focus on managing and coping with her frustrations. In this w^ay, 
j both mother and son agreed to work on m^ddng changes within their own 
j way of coping. 



Multidimensional Family Therapy for Adolescent Cannabis Users 



o 

ERIC 






j T: Have you known for some time that he does n 't tell you the truth 

j all the time? 

i M: No. 

j T: And what does that make you feel like? 

j M: Tenible. I always tell him to tell the truth. Ids better to tell the 

j truth, 'cause once you lie, you have to keef) on lying and lying and 

I I know if I had to live like that, I couldrit. 

I T: Do you kno'W, though, that he tells his dad some things that he 

1 doesn^t tell you? 

j M: Yeah. I found that out in the meetings [the Al-Aiion ineetings) . 

j T: Was that the first time you ever knew that? 

j M: Yeah. 

j T: And how did that make you feel when you found that out? 

M: Tenible. 

T: my? 

j M: Because they donh tell me and then, I think I feel gxdlty because 

I lil Stan screaming and get mad and that's why they don't wmit 

\ to tell me. 

j T: Tm not sure that's why they don't want to tell, Rose. I don't 

i kno%v, I mean I'm not there so I don't know, but. . . 

\ M: That's what they aheays say. That they can't tell me anything 

I 'cause f m always screaming. 

I T: VV"e//, now that's a good exciuse, hut I'm not sure tliat's the tnitli. 

\ Because fiom wiiat I've heard, their dad can get in a real fit 

I sometimes tvhen he's drunk. He goes on some real tantrums, 

I doesn't he? 

j M: He gets really mad. 

j T: So f that was the truth, then they wouldn't be telling him eithe7\ 

M: / really don't knozc why. 

T: Uh hmm. Ask him %<vhy then. Ask him to tell you why. 

M: Why? 

B: 'Cause we don't want to disappoint you. 

T: Is that good enough, Rose? I think we need to know a little more 
abotit that. I zvant you to ask him to explain that to you. 

B: [laughs] You're putting me on the spot today. 

1^: [laughs] Ask him to explain that. Rose. Please. 
j M: Explain that. 

j B: [laughs] I can't exy)lain it. It just that that's the reason. We don't 

1 want to, that's it. 

j W: Wdiat? Come on, Bobby, we need a little more than that. 

j B: [laughs nenx.)usly;| Nah, becaiise, damn, you always give us 

\ eveiy thing we zcant and then zee do something and wef np. 

\ So damn, we don't zmnt to. We don't zmnt to tell you zvhat we 

j did; you kriozv our mistakes. That's why. 

I W: Then zvhy can you tell your dad? 

I B: Becaw<e he's always making mistakes. 

I Ah, okay, okay, I think we may be onto something nozv. That's a 

I big thing that you're telling me and that you're telling your mom, 

j okay? Your dad is flawed so you can tell him your flaws because 

{ he has flaws, too. 

I B: Yeah. 

I 

i 

I 

J 

i . 
i 
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T: But your... 

B: She don't have rio Jlcm)s. 

T: She has no flaws. OkaVj okay. So is that tnie. Rose? You have no 
flaxvs? 

B: And if she does she keeps a really good secrec. [laughs] 

[evem)ne laughs] 

M : NOj Fm not perfect, but I don't do drugs, I dour dm}k. 

T: Okay, you doJi'c dnnk and you don't ruse drugs. 

M: The only thing / think is chat I scream a lot. 

T: Okay. 

M: Because I'm always angry. 

T: Uh hinm. Wjy are you always angry? 

M: 'Cause they're always doing things that they Ye not supposed to. 

I begins to ciy] And I tell 'em do like this and do it the other xcay, 
I don't knoxc, Tinjust tired. 

T: Uh hmm. 

M: What can I do? I teach them the right xcay and then they keep 
doing the wroi}g thmgs, so what can I do to teach them the right 
xoay? They want to do xcrong^ tluit's xchy Fm always sci earning. 
And you're always screaming. No, if you would do it the right 
way, you'll never hear me scream. / don't have no reason to 
scream. And then they put that guilt on me all the time that I'm 
always screaniing. You knox^D you alxfvays do that. 

T: So now xchat's making you feel so, what brought up those tears 
for you light now. Rose? 

M: I don't knoxv. I ahvays feel guilty\ I don't knoxe why. 

T: y”au always feel guilty? 

M: Fm alxt^ays guilty, I feel guilty 'cause they alxcays put that guilt 
trip on me. 

T: What's a guilt tnp? That you're screaming too much, is that it? 

M: Yecdi, that Fm always screaming, that's why they keep telling me I 
need to... 

T: Okay, hut today, he told you that's not it. 

M : I know. 

As the session progressed, the therapist worked with mother and son to 
begin to transform their reUitionsliip from one functioning around using to 
a healing ceremony. These interactions opened up a new^ w ay for B. and his 
mother to relate to each other. 



Urinalysis is often a veiy important issue for parents. They frequently focus 
on drugs as the cause of their adolescent's problems and see abstinence as 
equivalent to cessation of problem behaviors and a return to a more 
“normar’ life for themselves. A UA showing no drugs present allow-s parents 
to discover hope tliat may have been lost and assuages some of the intense 
fear mid terror that they experienced wiien their adolescent's drug use 
spiraled. Wliereas parents frequently wv'int the problem ‘vfixed,” the therapist 
must wT>rk with the parents to help them understand that, given the nature 
of adolescent development combined with the family's histoiy, recoveiyds 
usually a rollereoaster ride, not an incline leading to a plateau of positive 
behmior. 




01 



CL'Cp 

t.L'cP 



Multidimensional Family Therapy for Adolescent Cannabis Users 



o 

ERIC 



I When an adolescent has not used for some time and then relapses, the parents 
j frequently believe liistor\' will repeat itself endlessly. The therapist, together 
1 with the teen, if possible, must help the parents look at the eireuiiistances 
j that idlowed the relapse to occur and to de\elop protective factors to prevent 
I future drug use as much as possible. The therapist works with the parents 

I to increase supendsion and consider what other eonsequenees may need to 

j be enacted and give the parents hope that the situation is not completely 
I out of control. 

I Use of 12-Step Fellowships in MDUF 

i The 12-Step fellowships (e.g., AA and NA) are a useful resource for the 
I MDFT therapist both during treatinent ajid after treatment ends (Nowinski, 
1999). The 12-Step fellowships focus primarily on the symptom — alcohol or 
drug use — an area eneompassed by MDFT's focus on the niultiple-problem 
syndrome. The aftercare eomponent for the teen is especially essential, and 
the 12-Step programs provide both a prosoeial eomponent and support for a 
drug-free lifestyle even after treatment ends. Therapists have also found 
adjunct meetings sueh as Alateen and Al-Anojt helpful to both tiie adolescent 
i and his or her familv members. 

I 

I 

j Many adolescents in treatment state they dislike 12-Step meetings. They 
I feel bored, have difficulty sitting still, and believe that they have nothing in 
} eomjnon with 'hhose old people" sharing their life stories in front of the 
i group. Some of the difficulties are developmental; teens often have difficulty 
I linking the common theme of addiction in the life stories of the adults with 
their own life stories. Many adolescents also have antisocial personality 
characteristics, magnifying their lack of empathy and contributing to denial 
of their drug use. Finally, most teens have not experienced the types of 
consequences that adult addicts discuss in the process of ''hitting bottom.’' 

\\dien asked what they remember from 12-Step meetings, most teens will 
recall a number of things: receiving chips for sobriety milestones, slogans 
(e.g.. One day at a time), and stories. These stories are often recalled most 
I vividly, and they provide an enuy point into the adolescent’s point of view\ 
The therapist may access this experience with questions, hi sessions, the 
MDin^ therapist continually reframes the stories that the adolCwSeent hears, 
pointing out parallels with the teen’s life, placing the stor\^ in a timeframe 
! relevant to the adolescent, and describing possible use. 

I 

j Out of the session, the MDIH" therapist may attend an open meeting with 
} the adolescent, using the events of that meeting later in sessions. Although 
j the adolescent may continue to deny similarities between himself or herself 
j and the members of AA or NA, over time and with continual refrarning, the 
j denial may begin to break down. Adolescents become more comfortable at 
I meetings over time, particularly when the material is processed in therapy 
j sessions. Encouraging adolescents to partleipate in the meetings, share, 

I make aequaintmiees, and form friendships helps them see that the 12-Step 
j meetings can be relevant and important in their lives even after treatment 
j is over. In the case example of “L.” below^, the therapist attends a 12-Step 

I meeting with the iidolescent, using the time afterward to process the 

1 ■■ . 
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j Access to 12-Step meetings can be eliallen.ging for an adolescent. Most 
I adolescents will not go on their own to a meeting and if required to show 
j proof of attendance may forge their attendance sheets. Often, parents are 
unable or unwilling to transport the adolescent to a 12-Step meeting more 
than once a week. In the majority of eases, the adolescent is transported by 
the therapist to the 12-Step meetings each week. 

i 

I 

j An alternative is having one meeting a week at the treatment site and one 
j meeting off site. This is possible when adults are willing to give their time 




experience. She also works with the adolescent around relationship issues 
with his brother in the context of Alateen meetings. 



Case Example: L. 

L. is a 16-year-old Hispanic w^ho used cocaine, crack cocaine, and 
marijuana regularly before treatment. During treatment, he has had 
occasional relapses, most involving a eominnation of marijuana, illicit 
alprazolam (Xanax), and alcohol. After a recent relapse involving use 
of marijuana, L.’s therapist attended his regular NA evening meeting 
with him. Although initially resistant to attending NA and somewhat 
angiy about his relapse, L. was attentive during the meeting, nodding 
in agreement, and eventually relaxing toward the end of the meeting. 
On the way home, L. stated that he no longer felt angiy and believed 
that attending NA meetings might actually help him. He discussed 
the cra\'ings he had for marijuana and w'as able to connect feeling 
stressed and anxious with his desire to use. L. stated that he had not 
thought about the consequences of using, including possible \iolations 
of probation, and expressed fear of being detained. WHiile discussing 
his relapse, he expressed shame and regret about the experience. 

L.'s therapist helped him eontiriue processing what occurred in 
order to plan w^ays to avoid future relapses. She also gave him an NA 
pamphlet to read. 

L.’s 13-year-old brother, J., is also actively using substances and 
often comes home high, moody, and irritable. L. frequently tries to 
pai'cnt his brother and attempts to convince J. not to use, with minimal 
effectiveness. L. also believes that his brother’s use will not affect his 
own ability to avoid relapse. His therapist recommended that L. 
begin attending Alateen as a way to improve his ability to deal with 
his brother’s use, and L. responded positi\ely. After a period of time, 
L. indieated that he had difficulty identiAing the relevance of certain 
slogans to his experience with his brother. However, he wns able to 
express his understanding of the slogans '‘Howvimportant is it?” and 
“One day at a time.” L. found the slogan “Let go and let God” 
difficult to apply. As a result, he continued to express ambivalence 
about attending, emphasized his need to tiy to influenee J., and 
believed in his ability to stay clean without attending meetings. L. 
reluctantly agreed to continue to attend Alateen as well as his NA 
meetings, mid his therapist continued to work with him on relational 
topics. 
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j adult leader eoordinates the meetings, brings speakers, discusses current 
j life experiences, and facilitates the group to approximate any other closed 
i 12-Step meeting. It is sometiines difficult to begin a group through an 
j institution, and the traditions of NA/i\A maintain that groups should not 
j be affiliated with professional, organizations. Thus, members of the recovery^ 
j communitv are the primanM'csouree to iVIDFr therapists in this sitUc'ition. 

I 

1 

i Initially, MDFT thenapists had concerns about negative influences on 
I adolescents in treatment attending the same meeting c'lnd getting to kn(.)\v 
j one other. How-ever, bringing the adoleseents together cmi have a synergistic 
I effect. The adoleseents are able to process their shared experiences in the 
j program as w-ell as shared life experiences. MDinT theruEhsts discovered that 
j older adoleseents began to mentor the younger adoleseents and, in some 
eases, they IkkI become social siiE'>v'>t>tts for one another. MDFT facilitates 
these |:)eer-to-peer inten'cntions with the full realization that sometimes 
j grouping peers togethej' in a psN^ehosoeial inten'Cntion prograjn can produce 
I iatrogenic results (Dishion & Andrew^s, 1995). Therapists are present at the 
! NA/iVi-X meetings to monitor this possibility. 

j 

I Case Example: Dealing Drug Use Directly in Session 

I 

I 

j The following transcript excerpts represent a good example of a situation in 
j wiiieh there w^as an appropriate and strategic use of an immediate-results 
I drug screen. The father in this family used 12-Step meetings to support his 
I own recovery. Wflien the adolescent is tempted to use, the therapist cites 

I the father as a role model for coping. The session includes Emilio (E), age 

17; his father, Mr. Ramirez (F); and the therapist (T). 

T: Welcome. Today, I told your son chat I need to finish by 4 p.rn., so 
%iDc will have a little shorter session today, all right? 

F: Yeah, it is veiy important that tee are meeting today. 

The father's sense of urgency is positive; the therapist will w-ant to find a 
w'ay to use it later in the session. Urgency and motivation are related. 

I 

j "1^ What is going on, Mr. Ramire::;? 

j F: lUeH, a lot of things are going on, not so m uch with the house, tmt 

I with Emilio. 

I "1^ Aha. 

{ F: He's not folkrwing rules; he's not folknving what he needs to do; 

j and he is behaving like a little kid, I guess. 

I 

j This is a relapse. In the past few^ weeks, Emilio had been coming to sessions, 
j The sessions w^ere productive. Einilio wns talking about school, his struggles 
j to flee certain peers, his positive feelings about his girlfriend, and his 
I difficulties in coping with his parents' divorce, which w^as being finalized 
j as the participants spoke in this session. 

I 

I E: Didn't I go to school? 

{ F: He 'was supposed to go to the dentist on Monday, we reminded 

\ him. It was vety important to go to the dentist because the dentist 

\ 

I 

I 
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is vay mad because Emilio has already missed the appointment 
five times. 

E: Five times? It %vas only once. 

F: And he is veiy upset. 

E: Five times? 

F: The dentist said that if he continues to yniss appointments, he\s 
not going to treat Imn anyrnoje, so we told him that day to please 
go to the dentist and he did not go. My wife called me to the 
house; the cops called her to say that he zvent to the roof 
zvith hisfiiemf Rick, the kid that zms here. 

1^: Fm Sony, Mr. Ramirez, before you continue zvith the description 
of the eventf that fiiend is the one that was here zeith the blue 
eves, right? 

E: No. 

F: Yeah, he came over here when you were here that day. 

E: No, he didiYt. It zcas another kid. 

F': Well, he zms with Rick; they went to die roof. They were throzving 
bottles, so the neighhors called the cops to say that they were 
thro'Wing bottles at their lumse. The cops were veiy upset, saying 
that they already have a. complaint against Emilio. 

T; What kind of bottles? 

E: We zvere diiowing rocks at each other. It zms Me’o people on the 
ground and tzco of us on the roof, but zve are all friends, throzeing 
rocks at each ot/ie?; just playing around — so I dorrt know why 
they said throzeing bottles: 

T: Throzving rocks? Throwing bottles!? 

The therapist wants to make sure the father's present concerns are very 
much supported by developing focus and intensity about the event by 
recounting the small details. 

E: Yeah, throwing rocks at each odier, just playing. Then we zvent to 
play basketball. 

F: Y\ju know every time the cops call, it is veiy ^ipsetting because the 
cops say that Emilio has pixMems again, and they say Emilio is 
in trouble again, and then yesterday he zvas supposed to come to 
see you right at 3 p.rn. 

'F: Hrnmm. 

F: So I zvent by the house. He was talking to you on die phone and I 
smelled lujuor in the house. So I zvent to his room and I found two 
botdes ofvodlza, ami he zvas with his friend, Mike, thefiiend he used 
to luive, who is suiJfXJsed to be in the hospital rehabilitadoii progixtm. 

E: He zvas the one drinking. 

T: So the reason you didnh come yesterday is because you zvere 
drunk, not because you were sick. 

The therapist does not want to let Emilio's missed session slide, certainly 
not now, because it is clear why he iiiissed the session. 



E: No, I zvasnh dmnk. My friend Mike zvas drinking. 
F': He zvasnh dnmk. His fiiendwas the one drinking. 
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j E: / was just chilling in the back. 

j T: I to the father] Weren't you supposed to authorkc ivho is corning 

i to the hoiLse? 

j 

j This rewSurrects previous pieee of work, when the father was put in charge 

I of whom Emilio let enter the house :mc\ banning particular friends with 

{ whom Emilio has gotten into serious trouble in the past. 

} 

i 

j F: Y\\s, thaCs tight. 

\ E: Yeahf that's tdiy we got into a big fight yesterday j because I had 

\ people in the house. 

\ F: Not only did he have people in the house, but he went to Mike's 

I house, and Mike told him his probation %vas over. So he went to 

Mike's house, they got the bottles of vodkas and they were dtinkhtg 
in the house. Fm not saying he was drinfdng because the one that 
j smelled like licfuor %vas Mike, but he had two bottles of vodka in 

j his room in his reftigeraton when he was tallung to you on the 

! phone. 

j T: Also, I'm sure you don't want to have alcohol in your house due 

I to your o%cn recoveiy, or have you already shared this issue with 

I your son? 

I The father’s suecessful recover^" makes him an ally in his son’s treatment, 
j The therapist takes even" opportunity to highlight the father’s success. 

i F: Yeah, that's right. 

T: So it is pretty seiious, Emilio, because your father is stniggling 
very hard to keep sober. 

E: I know. I told him I'm sony. I didn't dn7}k, so that is why / told 
this kid. to leave. 

F: No, he left because I told him I was going to call the cops, to have 
him arrested, and the reason I didn't do it was because I felt bad 
for the kid. They wo uld have anested him for disorderly conduct 
in the street. He went running as soon as I told hini I was calling 
the cops, but I was veiy upset. Emilio was supposed to he here at 

I 3. He was suyrfxjsed to he at the dentist at 4. 

\ 

j The father's frustration with the relapse and his son’s possible escalating 
I problem behavior is something that the therapist must attend to and use in 
j the session. Although the therapist did not plan to request a drug screen in 
I this session, it is clear that, for the father's sake, and to cut through 
} Emilio’s relapse, a drug screen is indicated. 

j T: I called at 3:05 because I know that Emilio is always on time. So 

I what in reality was happening? 

I F: He %<ms entertaining his fiends in the house while they zcere 

I drinking. They have no business being in the house, that %cas what 

I happened. Wdiether he was drinking or not, I don't know, I was 

j not there. 

j E: Didji't I tell you my throat was hurting? My mom kiiew my throat 

I W(2s hurting all day. 

I 

I 

I 

I 
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F: Hcnv come your throat hurts but it doesn’t hurt too much to pick 
up afnend ft'orn school and hnng him home? 

E: I zvas not drinkvig. 

F: Hozc come it doesn’t hurt to go pick up Mike at his house, when 
you are not allozced. to he zvith him. Hozc come it doesn’t hurt you 
to be in the house zmth Mike getting drunk? That is what I zmnt to 
imdeistand. 

E: So, okay, I was at the house. 

F: [to the therapist, exasperated] / tell him he is in complete denial. 

T: Do 3 ’ou thuik your son is doing drugs again? 

F: I don’t knozv. I think he needs to take a test. 

E: ril take a drug test, I doiit care. I’m not taking drugs, not for a 
zvhile n(jw. 

T: But you don’t sound the same as 2 zceeks ago. 

F': Once he starts hanging around. Mike, he doesn ’t go zvith his 
girlfnend amnnore. He doesn’t do schoolwork anymore like he 
used to. 

E: Well, 1 stUl have good grades. 

The therapist has deeided that this is the moment to conduct the dru;^ 
screen. 



i 

I 

I T: Okay, Emilio, please, zve need to know zchat's govig on. Are you 

\ tising or are you not? 

\ E: No. 

i T: SV; do you mind confinning this with a test? 

E: No, I don’t care. 

T: Because I tliiiik your father is preoccupied right now and I see 
somethhig that changed you lately. l\co zceeks ago you zvere 
making plans. You were out looking for a job. 



The juxtaposition of Emilio’s recent progress with the need to determine 
whether a relapse is in progress (through the drug test) is important. 

E: I was going to get a job at die fair. I was supposed to. Then they 
said too many people signed up. 

T: Could we do the drug test? I think it is ini%)OiUint for your father. 
Then zee can move on from here. Would, you come with us, 
please? 

I 

i The therapist supenlses the drug screen, and the results indicate drugs are 
j present. 

j 

T: [upon return] So Emilio, in die last 2 weeks you said you have 
not done any drugs. 

E: No. 

T: Of any kind? 

E: No. 

T: In the last month, in the last 30 days, you have not done any 
drugs of any kind? 

E: No.' 



aB® 



97 



Multidimemional Family Therapy for Adolescent Cannabis Users 



T: No heroin? 

E: No. 

T: No cocaine? 

E: No. 

T: No acid? 

E: No. 

T: No jx)t? 

E: No. 

T: Are you sure no pot? 

E: Yecdi. 

T: Un/orcimacely. I need to disagree with you. The test is pOsSitiroe for 
nianjuana, negaciroefor metlunnphetam inej negative for cocainej 
negative for moiptiine. And this is a veiy valid test. 

E: I havenf smoked, so I don't knozv. 

T: Emilio, that is why these tests exist — ids about fact. 

E: It tells you how long ids been since I smoked? 

T: Within the last 30 days. 

E: Aim. 

T: Emilio, we have a good relationship, and I think that ifyoti would 
say to your father and to me, ‘‘T didnt zvant to acknowledge it, 
but Eve been doing pot here and there," we can accomplish much 
more together today. 

The therapist tries to sidestep any debate about whether Emilio used dru^s, 
inferring that other important things need to be talked about within the 
context of luiowing that he, Emilio, had used again. 
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E: I haverit smoked in 30 days. 

T: Spending time denying it zcoidt get us anywhere. / do must these 
tests. It shows that yo u have used marijuana. The problem for me 
is that you cannot acknowledge diat. In my clinical experience 
zvith kids like you, I zvas sure that you had done it because you 
are not the same as you were in weeks that you have not done 
dnigs. It would be my zcord against yours, but now we have 
proof. We need to talk as three men here. 

E: Yes.^ 

T: We cannot be sitchig here denying it. Say what is going on with 
you. Are you mad zvith your father or your mother? Are you 
confused? 

E: / haven 't smoked in 30 days. 

T: / receive a training with these instruments, and I trust these 
results. 

E: That means I smoked in the kust 30 days? 

T: Yes, zvithin the last 30 days. Tni sure it happened in the last 2 
weeks. Tico weeks ago, when zee met here in this office, you were 
by yourself, calm, relaxed, and thinking clearly. 



Linking a drug use state of mind to life events that are destabilizing or 
upsetting is important. 



E: Tve been in my car zvith people smoking, but I didn't smoke. 
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I F: They close the window and they fill the car with pot smoke; 

\ eventually^ it is going into his lungs. 

I T: Mr. Ramirez, every^ kid in Amenca zcho is caught by the police 

I says I have not done anything, it was the other kid. 

I F: I agree %vith von. 

j T: If you are doing this again, zchy did you stait? Are you mad or 

j are you sad because of your parents' divoi’ce? Are you mad %vith 

I your morn? Do you get a lot ofjn'essure from your fnends? 

I 

I Emilio's progress was noted. Tlie eircumstmiees that promoted his relapse 

I need to be determined. 

{ 

( 

! li: They're always fighting in my house every^ day, arguing, my 

\ parents and brothers. 

\ T: That makes you nervoius? 

j 

I E: It is amioying. 

j F: Emilio, why do you crmy a lighter everyday? 

I E: / smoke cigarettes. 

I E: / thought you don't smoke cigarettes. 

j E: Sometimes, I do; sometimes, I smoke cigarettes. 

j T: Since there are more fights in the house again, you stai'ted to feel 

j more neivoiis again or more anxious, and you find that pot is 

j calming you down a little bit? Be honest with me, Emilio. 

\ E: No. 

\ T: y\re you attendiiTg A4 meetings? 

j F : )es. 

j T: How often? 

j F: Fm dying to go as often as I can, which has been only the 

weekends, because of my schedule and events with the family. 

T: Your father is also dealing with a lot of problems and stress, so he 
knows he can be tempted to go back to his old habit. What does he 
do instead, Emilio? 

E: He goes to meetings. 

I 'F: In the time that we lucve been zcoiking together, you showed to me 

i that there is a veiy clear side in Emilio who %cants to succeed in 

j a dnjgfive life. 

E: Un huh. 

'F: We need to finish today. So can you clearly aclmcndedge vour relapse? 
E: Yeah. 

'F: It would he pointless to fight the result of this test, light? 

E: Yes. 

'F: So he honest with your father and say, yes, Fve been doing pot. 
That should he it. 

P/ I don't think it was within these 30 days. 

T: Okay, hut you have done it, and it is clear that we need, to work 
together haider now not to let you go dozcnhill, okay? 

E: Fes. 

F: All nght. Thank you. 

T: Thank you veiy much. 
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j The session takes Emilio from denial of anythinj^ being wrong to a familiar 
j zone for tlie therapist and family. Discussing the coping processes related 
; to the divorce, the father-son relationship, and Emilio’s ideas of what 
j contributes to his difficult eveiyxlay eireunistanees are all more workal)le 
[ topics of discussion. 

j MDKf With Adolescent Girls 

\ Female adolescent drug use has increased dramatically over the past 30 
j years. Consensus is emerging that the sxTidrome of female adolescent 
j substmice abuse is different from the well-recognized male pattern. 

I Evidence from many sources provides a compelling argument tliat there are 
j important differences between male and female adolescents, in particular, 
in patterns of eomorbidity and family relationships. One member of the 
MDFT research group, Gayle Dakof (2000), is developing MDinr’s approach 
j to working with adolescent girls. 

I 

! Dnig-using girls referred for treatment not only use drugs and engage in 
{ externalizing behaviors as extensively as do their male eounteqiarts but also 
{ are distinguished by a higher level of internalized symptoms and family 
I dysfunction (Dakof, 2000). It appears that girls get a double dose of 
I s>nTiptoms — the internalized symptoms more cornmoji in adolescent girls 
j regardless of drug use and the externalizing syTiiptorns prevalent in drug 
I users regardless of gender. In addition, families of substance-abusing girls 
I show more coiiilict and less cohesion than families of substance-abusing 
i boys. 

j The family problems and internalized swriptoms that characterize female 
adolescent drug abuse are illustrated in the following quotations from two 
girls. First, speaking about family relationships, Grace, a 16-year-old, 
iion-llispanic white teen, discusses why she doesn’t feel close to and trust her 
mother: 

lV7ien / was 14 years o/d, my morn came homefivm work early. She 
found me and some of rny friends at home. She freaked out especially 
I because of the guys. The next thing I knoWj that night Vrn on a plane 

I on rny ^my to live with rny dad. It zcas a lot of eniotional stress. / 

I didn't know what I had done wrong. J %ms corifused. I didiTt know. 

1 They didiTt tell me. I didn 't go to school for a co uple of m o n th s 

I because they coiddn't get all of rny records. It ^vas hard because we 
j lived in a place zeith no hot zcater, no shower, no kitchen. I hardly 

j ever talked to my mom. That was over 2 years ago. Every^ once in a 

} zvhile, I zcould call rny morn and beg her to take me back ’crtu.se it 

j was had with my dad. He veasn 't interested in me. He lutd a gidffiend. 

I He'd heat me. I ran azmy a lot. But my mom akcays said no, until 

j this last time. Well, 1 zccis living on my ozenfor almost 2 months. J 

j slept at friends' /lomes or in abandoned buildings. 

I 

j 

} Next, Hope, a l6-year-()ld Afriean-Ameriean girl with both serious depression 
} and a conduct disorder, tallcs about her forsakcji dreams and hopelessness 
I about the future. 

I 

I 

1 

1 

I 

I 
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j Fm not used to smiling. Never! Evoybody alvi:ays say. you so 

\ sad lookin'?'' [ say hey. thaFs me. I alvixxys look .sad. I always wanted 

j to be a teacher. Eveiytlmig changed, around because I been locked up. 

I I %mnted to be a lawyer. 1 zvanted to be a judge. I zvanted to he a 

I teacher. Fll pi'ohably fail in .school again. The teachers are going to fail 

I me again. I hope I make it to 20. 

j 

I These brief clinical portraits reveal why treatment should occur at both 
I individual and family levels. Clinical and theoretical discourse on female 
I adolescent development and psychotherapy with girls and women suggests 
I focusing on relationships in treatment (Ghoderow, 1978; Gilligan, J.9S2; 

I Miller, I.976). With female adolescent drug abusers, in partieular, this foeus 
I on relationships may be most beneficial in the realm of familv relationships. 
1 ‘ 

j WTien working with girls, it is important to sti'ike a b^danee betw^een individual 
I work on the adolescent’s internalized s\7nptoms and bimily work to address 
I conflict. Adoleseent girls and their parents often have differing views about 
j wliieh of these issues is more important (Dakof, 2000). Adoleseent girls 
j express more concern about family eonfliet, w^hereas their parents are first 
j eoneerned with the girls’ internalized sxniptoms. It is extremely important, 
j in attempting to maintain engagement of all family members, to address 
j both of these areas in treatment. 

I 

j 

i Cultural Theme Inteyuentions 

I 

j Wdien inteneritions are tailored to individual adolescents and families, 
racial and cultural issues must be taken into account. MDFr treatment 
development efforts have included a focus on the use of cultural themes to 
enhance the engagement of African-American teens. During the past few* 
years, the CYT program has been focusing on special engagejnent methods 
for Hispanic teens and families. The cultural theme engagement involves 
(1) therapist activity within multiple systems of the adolescent's life; (2) an 
emphasis on facilitating active adolescent involvement in treatment; (3) the 
use of popular culture, including the music of the adolescent’s culture; and 
(4) extensive discussion of salient cultural themes (c.g., with the African- 
American teens — cultural mistrust, anger and rage, alienation, respect and 
disrespect, spirituality, the journey from childhood to adulthood, racial 
socialization, racism, and hopelessness). MDIH^ therapy is a means to help 
adolescents prepare for the next phase of life. The therapist begins this 
process by first accessing the day-to-day details of the adolescents’ street 
lives. As an adoleseent tells his or her storv^, the therapist is able to exert c'l 
j positive socializing influence based on that stoiy\ The therapist is then able 
{ to involve prosoeial adults in the adolescent’s life as mentors, particularly 
j males if the adolescent is also male. 

I 

i 

I Afriean-Amcriean adolescent males are influenced by both the mainstream 
I American culture and a traditional black or African-Amcnean culture 
j (Boykin & Toms, 1985; Phinney & Devieh-Navarro, 1.997) within a youth or 
I adolescent subculture embedded in street culture. For some adolescents, 

I this street culture has antisocial conneetions. The culturally specific family 
! therapy method presented here attempts to take into account all the 
j interconnected eultural intluenees that affect these youth. 
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j Articulating personally meaningful topics and treatment aims, focusing on 
I the self and the teenager’s personal stor\^, and taking the therapeutic 
; stance of being an ally to the «adoleseent are key in-session behaviors for the 
j therapist. For ex«ample, using the music of the adolescent’s culture within 
j the therapeutic context helps adolescents to discuss areas of their lives to 
I which the therapist otherwise would not have access more easily. 

i 

t I 

I John (J ): The only reason why I used to do marijuana is ^cause I 

I heard rappers like Snoop Doggy^ say they used it. 

j Mother (M): Are you going to listen to a record? 

j J : Veaiiy thads how it is. 

1 M: Yordd. rather listen to a record than listen to what Vve been telling 

j you? 

J: Thuds ho%v it is, you can ask anybody. 

Therapist (T): People are doing a lot of stuff out there. Ids not just 
\ because of the rappers. 

I J: Ids because of the rap. 

! M: Ids because of what you want to do from the beginning. 

j J: No, ids rap. Snoop Dogg sounds better than you. 

{ 

I 

I In this example, the adolescent revealed that the rappers ‘'sound better’ 

I than his mother’s attempt at intluenee. In the next ease, the therapist finds 
j that the music helps the adolescent specify aspects of his world that fiigliten 
I him. The young man (M) brought in a tape of a I’apper that details his stealing. 

I The young man stated this after the tape concluded: 

I " 

M: People knozv that if they see a car full of people. . . well anytime 
you see a car full of people, and they don't look familiar, and they 
have music like that on, you knotv somebody's about to get shot 
up. It happened to me like that. 

Following this statement, there was a diseussion about the young man’s life 
on the street. The adolescent talked about getting robbed and the fight he 
initiated in retaliation the day lifter being robbed. The music that these 
young men enjov speaks volumes about their experiences and their views of 
life. * ‘ 

The therapist tries to teach the adolescent new and neeessaiy skills (e.g., 

! anger control, bieultural efficacy) and to build new relationship bonds (or 

1 reestablish old eonneetions) with earing family or eominunity members. 

j These eonneetions help maintain the positive socialization influence of 

{ therapy, and they also assist with the maintenanee of skills the adolescent 

I acquires in treatment. 

1 

j The transition into adulthood is relevant for all adolescents, but the theme 

j of the “journey from boyhood to manhood” is particularly applicable to the 

I transition experienced by African-Ameriean male adolescents. The focus on 

I the journey from boyhood to manhood helps define therapy as the context 

j within which the adolescent inventories his skills and preparedness for 

j manhood. The theme is explored in diseussion. Wdiat is manhood? What 

I skills does the adolescent need for sunlval in the mjiinstream world? On 
1 
I 

I 

I 

I 

! 
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the street? How does the adoleseent view the street as being a part of liis 
identity as a nian/blaek man? Central to these intentional, foeused 
diseussions are assessments of the modeling or mentoring interactions 
present or absent in the teen’s life. For adolescents who say they liav'e no 
mentors, attention moves to how mentoring experiences might be established. 

The therapist (T) inquires about prosoeial mentors. In the following ease, 
the teen’s (R’s) father is ineareerated and, because of the adolescent’s 
extensive drug use histoiy, his mother is planning to throw him out of the 
house on his approaching 1.8th birthday. Ultimately, this therapist has the 
goal of ineliiding the older male family member referred to by the teenager 
in treatment. 

R: f m going into the Mcaines beccmse I know chat they will help me 
gee my degree. 

T: Now, you kmyw someone who was in the Marines previoUsSly, 
don't you? 

R: Yeah, my uncle. He's marned to rny dad's sister, ami he lives 
about 40 minutes away. 

T: Now, did he help you set up the meeting with the recniiter? 

R: No, but he's real nice. It^sjust that, I mostly call him when I need 
something. 

T: Do you feel that you 've bunied your bridges? 

R: No, but when I ask people for something, I feel like I o%ve them. 
When I was little, he used to buy me clothes and help me in 
school. He talked to me about men stuff. He was like a mentor for 
me. He's real nice. 

T: What happened? 

R: It just bivke off he got busy. I like being around him because he's 
real proper. He's not like the people I usually see. Like he doWt 
listen to rap. He listens tojee^^:;. 

T: Okay, so let\s talk about your aimt and uncle. I'll tell you %chy I'm 
asking. /\ mentor is important for a 17-year-old kid. And if your 
uncle is good to you a^idyou like him, then this might be some- 
body who you can get some positive stuff from. 



T: Do you luive his phone rmrnber? Maybe I can call him ami the three 
of us could meet together and see '■what we could anrmge. You can 
invite him or I'll invite him . He sounds like the kind of person who 
would be /^apR^’ to know that you thought of him as a mentor. 

R: Yeah, mne when he comes here, watch kirn. Wdteh tunc he acts. I 
would like to be like hini. 

T: I would like to help you do that. 

Plans are set in motion to help the adoleseent reestablish this prosoeial and 
supportive eonneetioji with a previously supportive man who can help with 
the teen’s gojils of joijiing the Marines and staying drug free. 

In other eases in which men are not accessible, cluirch groups, rite-of-p^issage 
programs, or job-training initiatives are used to assist with the processes of 
emotional support, skill development, and learning values. 
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j When specifics are uncovered about the antisocial influences in a teen\s lifCj 
j it is important to discuss the developnieiital iniplieation of these influences. 
! In a 1994 National Public Radio (NPR) broadcast segment, titled ‘Mail Seen 
j as Rite of Passage by Many” (Hinojosa, 1994), youth talk about the inipor- 
I tance of “becoming a man” in their street subculture. The following is an 
I excerpt from the NPR broadcast: 

I 

I 

! For many young men in this eountiy, it is not going to college or 

I i^oing to work but going to jail that has become something of a rite 

I of passage. The United States has one of the highest incarceration 
j rates in the world. On any given day, one-and-a-half million people 
I [ire behind bears, most of them men. It's becoming a eommon, 

I accepted, even welcome experienee in some neighborhoods. 

To eounteract these street values, inteiweners should openly cand frequently 
i reinforce for these youth the positive developmentcal outcomes that may be 
j eulturally consistent but counter to tniditional expectations for cadolescents 
! (Burton, Allison & Obeidallali, 1995; Burton, Obeidallah & Allison, 1996; 

} Stack & Burton, 1993). Some of these alternative, culturally smictioned 
j outcomes may include cacting cas peacemcaker between rivcal street gangs, 

1 taking responsibility for an older grajidparent, helping community members 
1 and parents witii the parenting of younger AfrieamAinenean boy's, or simply 
j accentuating the acquisition of skills to stay alive on the street while resisting 
} involvement in antisocial peer culture (Burton, iVllison & Obeidallah, 1995). 

I ‘ 

I 

I Tutoring and job-training programs are examples of well-organized, prosocial, 
future-oriented, competence-producing contexts. (See Intenentions To 
Improve School Behavior and Academic and Vocational Functioning on p^ige 
136.) Once [idolescents of [iny^ culture have found a context to learn these 
skills, a core clinical challenge is to assist them with the process of learning 
to “role switch” — to use the skills needed to survive in one culture only in 
the context of that culture and vice versa (Boy'd-Fninklin, 1989; L[LFroml)oise 
& Bigfoot, 1988; Pinderhughes, 1982). Bicultural competence training is 
recognized as an essential component of African-American success (Banks 
et al., 1996; Demo & Hughes, 1990; Fordham & Ogbu, 1986; Phinney & 
Ghavim, 1995). 

In the next excample, a young man (JD) reveals an aspect of himself that he 
i uses on the street. His father (D) insists that he “control” that side of 
{ himself in other environments. In response, the therapist (T) reshcapes the 
I idea of control into the more conipetence-oriented conce])t of role savitehing. 

i H": Pan of why we are going into the past is so we can get out of the 

j way anything that might be causing what zee see now. JD, can 

I you say a little more about this street side? 

I JD: Fvegot to take care of myself and I just let that take over, ff 

I somebody says something to me, then I just let that street side 

I kick in. See, J can conmA it sometimes, but like it just gets out of 

j hand. 

{ T: Dad, youre shaking your head. Wiat's that alxnit? 

I D: He can't control it. 

I 

I 
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JD: / can control it kind of. 

D: iVo, he can 't. He even said that if someone says something 

wjxmg to him, he goes off. And 1 tjy to explain to him that on rny 
job people say wrong stuff all the time. Probably %vorse stuff than 
is said to him. You've got to learn how to use this [points to his 
head], 'cause xehen the street side cakes over, one day chat could 
be it. 

T: Let 's tiy to figure out xdiat goes o n xcitli this soeet side. Like 

how it serves you or doesn't seive you. Like hO'W it may woik 
for you in some settings, hut not in other setcings — and maybe 
not in the broader scheme of what you may want for yoimself. 

JD: 6’ee, the street side works xvhen like something happens. But 
xvhen I'm in school, it don't help 'cause it comes out and I get 
suspended and that makes me miss some of my schoolwork. 

T: As that something that you xvant to get some help on here? I 

mean xvorking on hoiv you use the street side? 

JD: Yecth, and working on my attitude. 



j The therapist raises the topie of using these skills only in settings other 
1 than on the street where they will be useful (Sehuike et al., 19SS). 



I All overarching god of MDl^T is to promote adolescents' healthy development 
i including their sexual behavior. Inteiwentions in this area focus on the 
j adolescents' taking responsibility for their sexual practices, particularly in 
j terms of protecting themselves from contracting HIV and sexually transmitted 
j diseases (STDs). Early sexual activity and risky sexual behavior, pregnancy, 
j and sexual acting out are eommon among adolescents with behavioral 
I problems, and adolescent drug abusers appear to be particularly at risk 
I (Deas-Nesmith et al., 1999; Danger & Tubman, 1997). MDIT inten'entions 
] addressing sexual behavior are delivered in a structured, educative manner 
j through the use of an HI\'^ prevention workshop and in a less structured 
I manner during the therapistAs individual interactions with the adolescent. 

The educational portion of the adolescent HIV prevention module may be 
provided in cooperation with an existing community program. It is essential 
that the educational material presented be appropriate for the adolescents’ 
developmental level, as well as the eharaeteristies of the particular 
adolescents in the MDIH^ program. One way to ensure such a specific 
I orientation is to pilot and refine the workshop format and content in 
j eonjunetion with the community agency. Workshops facilitated l:>y peer leaders 
j seemed to be l'>enefieial, especially wlieii the option w'as provided for the 
j adolescents to later become leaders themselves. Topics of this educational 
j component should include STDs, basic information aloout HlV/aequired 
] imiiumodefieieney svTidrome (AIDS), deeision-making skills regarding sexual 
behavior, eoinmunieation skills, discussion of love and relationships, peer 
j pressure with regard to sexual activity, and techniques for safer sex. 



Risky Sexual Behavior Intetx^entions 
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Therapists creatively modify local resou 
adolescents with whom they work. 


irees to meet the needs of the 



j All educational HIV prevention sessions should be interaetive and contain 
I fun activities to keep the youth enga^^ed in the education and skill-building 
j process. After the workshops, each adolescent may be asked to engage in 
i outreach activities, including making presentations about safer sex to other 
i adolescents. MDFT therapists have found that the adolescents are ven^ 

I engaged in these sessions and create a positive d\iianiie within the group. 

I Therapists attend the workshops with the adolescents, and the adolescents 
j do not seem to hold back any inforniation in their therapists' presence. One 
extremely powerful component of this type of educational experience can be 
inviting a teenager or young adult who contracted HW from heterosexual 
i contact and has become symptomatic to speak to the adolescents about his 
I or her experiences. Having this individual meet with the adolescents helps 
make the issue more real for them and may combat their belief that only 
j gay men or injecting drug users contract HIV. 

j For adolescents who are currently sexually active, it is important to make 
j consistent inquiries about their use of condoms, reminding them of the 
I risks involved in not using them. These persistent rcjiiiiiders ai*e pertinent 
I because most of the adolescents' parents do not discuss such issues with 
! them on a regular basis. MDkT therapists also help to arrange for female 
1 teens to go to Planned Parenthood for a pelvic exam and to explore birth 
I control options. 

f 

The adolescents tend to be comfortable with these tvpes of reminders and 
discussions, and they also seem to be comfortable in accepting the condoms 
that the therapists may distribute. These adolescents have grown up with 
the specter of AIDS, and they know that it is a life-and-death issue. They do 
not always beha\o responsil^ly, however, because of their dexx^lopniental 
feelings of invincibility and their tendencies toward. inipulsivity. Another 
issue that eoutributes to the ineonsisteney between their seeming awareness 
of AIDS and their sexual risk-taking behavior is that even though they may 
know teens who are HIV-infected, their peers are typically not yet SNinptomatie. 
Not seeing their friends or other teenagers with the actual symptoms of 
j AIDS nuilvcs the danger seem less real to them. 

i Helping adolescents move toward maturity, toward understanding and 
I accepting the responsibility for self-care, is a key eomponent of the MDFf 
j model. This message — that they must take care of themselves and accept 
j responsibility for their own health and own lives — is the same message that 
j is eommunieated to them about their drug use. 

I Oemll, the most important emirhasis in terms of adolescents’ sexual behaxior 
I is that it really is about life and death, as is drug use. (See Parenting 
j Relationship Intenentions on page 107.) The HIV issue, however, is an area 
I in which the therapist can approach adolescents from a life-and-death per- 
j spective, and they know it is tnie. The therapist can then tie this work into 
j other aspects of the adolescents’ move toward health. 

! 

I 

1 

1 

1 

' 106 



Part IV. Goals, Rationale, and Procedures of M DPT Inter\x‘ntions 



j 

I 

i 

! 

! 



I 

I 

I 

I 

I 



I 

t 

! 

i 



i 

I 

I 



i 

1 

I 



{ 

I 

I 

I 

I 



i 

I 

I 




MidHmedia / ^iteiuentiom 

In attempting to gain access to the adolescent’s world, the therapist uses 
psyehoediicatioiial videos, popular films, music, and written or Internet 
materials to faeilitate discussion of both general topic areas and the 
personal experiences of the adolescent. 

During the first stage of therapy, the use of multimedia resources assists 
the therapist in broaching sensitive topics with the adolescent. Because 
these t\pes of media tend to be more interesting to the adolescent than 
simple verbal exchanges, the\' typically generate more interest in the subject 
matter. Discussion of topics raised through watching a movie or reading a 
stoiy, and therefore not obviously and directly related to the adolescent, 
may also provide a measure of comfort. Once the therapy moves into the 
second stage and the relationship between the adolescent and therapist is 
stronger, these media can be used to help adolescents express more intense 
emotions and concerns in a creative, productive manner. The therapist may 
encourage the adolescent to bring in his or her own musie or a particular 
movie that has captured his or her attention. At this point, the resources 
become catalysts for emotional exploration and expression. 

A number of psychoedueational videos are available that target high-risk 
adoleseents (e.g., Straight Talk [Substance Abuse and Mental Health 
Senices Administration, 1993]). vSimilar films that target recovering adult 
substance abusers (e.g., the Beat the Street series [Boundy, 1996]), as well 
as televised documentaries or specials (e.g.. Lords of Chaos: Dateline 
Special [Shapiro, Pepper & NBC News, 1999]), may also be appropriate. The 
videos most likely to hold the adolescent’s attention are those in which the 
main eharaeters are teenagers who seem sincere and realistic in their 
portrayals of the consequences of drug use and, if applicable, the manner 
in which they found a way out of the drug-using lifestyle. 

The use of popular films in therapy has gained increasing support in recent 
years (e.g., Hesley & Hesley, 1998). MLIFP therapists have found such films 
as Dead Man Walking (Gramercy Pictures & Robbins, 1995), Good \^dll 
Hunting (Miramax & Vmi Sant, 1997),Bovjc? N the Hood (Columbia Pictures 
& Singicton, 1991), Basketball Diaries (Polygram Video & Kalvert, 

1995) helpful. 

MDFf therapists tend to resene the use of music with the adolescent for 
the middle stages, after a relationship has been established. An adolescent’s 
choice in music, and the discussion that may accompany reviewing the 
hTics, can be intensely personal. The ease example below^ illustrates the use 
of music in individual w^ork with an adolescent in MDFT. 



Case Example: J. 

,1. is a 14-year-old teenage male whose brother has been referred for 
MDFF treatment. The therapist also does individual work with J., 
and she has noticed that J. has difficulty with the traditional, face- 
to-face therapy session. When he and the therapist are engaged in 
another activity (e.g., playing a game, eating lunch), he becomes 
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much more talkative and seems relatively at ease. One week, J. was 
suspended from school and spent eonsiderable time at the therapist's 
office. He asked whether he could bring in some favorite CDs, and 
he and the therapist printed out the lyrics from an Internet site. 
They listened to a few songs, then began talking about two songs in 
particular, both of which had a spiritual theme. One was titled 
“Dcamien'' (DMX, 1998) and described some of the temptations of 
street life. J. identified with the song because he felt it was a picture 
of his own life, which he described as “hellish.’' The next song on the 
album, “Prayer"’ (DMX, 1998), talked aloout the pull the rapper has 
experienced l:>etween right and wrong ^ind deeidijig wliich path to 
follow. This song was particularly poignant for J., who experiences 
some ambivalence about religion and faith. As the therapist 
described it, the music provided her with a window into the 
adolescent's world. 



j MDFT therapists experiment with a variety of creative and expressive outlets 
j with the adolescent, including writing or journaling; the use of teen-centered 
I books, magazines, or Web sites; and audiotaping or videotaping. The therapist 
I encourages the adolescent to tell his or her story’ in any Jiiediuni that is 
i comfortable for hijn or her, and this stoiytelling can be facilitated by reading 
I or hearing about the experiences of other adolescents. To encourage these 
I efforts, the MDFl therapist provides the adolescent with computer access 
I whenever it is needed. Invaluable resources can be obtained through the 
I Internet. 

j 

One resource that MDtT therapists have used is the series Teenage Diaries 
(Richman, 2000). NPR describes this series as “a new Idnd of oral history."’ 
NPR trains the teens to be radio reporters and provides thejii with a tape 
recorder for a period of 3 months to a year. The adoleseejits then keep an 
audio journal, usually collecting more than 20 hours of tape. NPR editors 
collaborate with each teen to compile radio doeunientaries for broadcast on 
the AM Tilings Considered program. NPR also maintains a Web site on which 
listeners cmi replay these stories (w'ww.radiodiaries.org/ teeiiagediaries.html). 
Instructions from NPR on how to begin a similar project with loc^d 
j teenagers are being compiled, and MDFF therapists have already begun 
I encouraging their adolescents to record their experiences in a similar way. 

! MDFT therapists also use videotaping with adoleseents, eneouraging them 
! to “tell their stories” as if they were on television. The information the 
{ therapist may glean from this storytelling is invaluable, and the telling in 
j and of itself can be immensely tlierapeutie for the adolescent. 

j Another useful resource is the Youth Goinmunieation Web site 
I (wwv.youtheomjn.org/) (Hefner & Brown, 2000), a fairlxMiew site that helps 

I teens develop their skills in leading, wTiting, thinking, and reflection, 
i 

j 

I The multimedia mcidule of MDFT represents a useful, practical tool that, 
j at its best, provides a window into the adolescent’s world consistent with 
} MDFT’s plulosophy of approaching and developing a relationship with the 
j adolescent individually. 
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Spirituality 

Spirituality (l.)elief in a higher power, God, goodness, love, or morality) is a 
topic broached only after an established relationship exists between the 
adolescent and therapist. Many adolescents who have entered treatment 
following detention have had contact with spirituality or the Bible because 
of ministr\^ groups operating in detention centers. Many teen girls in treatment 
have been involved with and attended a church in the past, w’hereas for 
most teen l:)oys it is theij* families wiio ha\e been involved with a church. 



Based on this t\pe of inteivention, it is possible to determine wiiere the 
adolescent is in his or her interest in spirituality. Some adolescents are 
ready to make a link to a church, others to meditation, and others to the 
serenity prayer and the 12-Step concept of a higher power. But in all eases, 
the MDinr therapist proceeds carefully, not selling ehurch, not selling a 
“preachy religiosity,” but inqtiiring into the world view^ of the teen. 

Spirituality can be a link for the adolescent to feeling good al^out himself or 
herself rather than feeling good primarily through material possessions. The 
MDFT therapist can facilitate and refranie the process, comnienting that he 
or she sees the spirituality, the goodness in the adolescent, and asking 
w'^hether the adolescent can see it in himself or herself and project it to 
interactions with others. Addressing spirituality with adolescents can help 
them learn hoW' to find the better life, the inner serenity, the comfort found 
in connecting to somethiJig bigger than they are. 

Psychiatric Consultation and Psychotropic Medication Management 

Many adolescent drug abusers exhibit eomorbid svTnptoms that require 
psychiatric iiitenention, including the use of psychotropic medications. As 
with ever\^ component of MOtT, psychiatric intenentions must be integrated 
into the adolescent's oxerall treatment plan and l.^e based on a comprehensive 
evaluation of the adolescent. The adolescent should be seen by a child and 
adolescent psychiatrist wdio h?LS exi:>erienee in working w-ith substance-abusing 
teens. It is also important that the psychiatrist share the MDIT philosophy 
of not overniedieating adolescents and that he or she be willing to work 
closely with the thera])ist, the adolescent, and the family to monitor the 
medication “fit” for each particular teen. The therapist mid consulting 
psychiatrist are in regular contact about eoinplianee, dosage, and matters 
pertaining to the niedieatioii’s impact. 

Adolescents wiio exhibit sxmiptoms of eomorbid disorders should undergo a 
eoinprehensive psychiatric interview' and medication evaluation immediately 
on intake into treatment. Oeeasionally, adolescents will not exhibit eomorbid 
symptoms until a few^ weeks into treatment, after the illegal drugs they had 
been using are out of their system. In such a case, the adolescent should be 
referred to a ps>chiatrist ns soon jis the eomorbid sy-mptoms become evident. 

I The psyehiatrie evaluation should address the adolescent’s histoiy and pre- 
j senting concerns and should eonelude with a diagnosis and, if applicable, a 
I medication recommendation. The most common reasons for medication in 
I this population are depressi<.in, anxiety', attention defieit/hy^ieraetivity disorder 
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j (ADHD), and bipolar disorders. Specific medication guidelines slioulcl be 



j developed in consultation with a child and adolescent psychiatrist. 

t 

j For adolescents who already have some psychotropic medication iircscribed 
i at the time of intake, the following steps have been recommended (obviously 

I these guidelines are only illustrative): 

1 " 
i 

I ] . If a iKMizodiazepine has been prescribed for anxiety and the need for 
I treatment of anxiety is evident, the medication will be tapered off and 
I replaced witli a selective serotonin reuptake inhibitor (SSRI) (c.g., PrLxil, 

I Zoloft, Prozac). If the need for the treatment of anxiety is not evident, 

i the adolescent will be withdrawn from the medication. Pienzodiazepines 
I are diseontinued because of their addictive qualities in this population. 

2. If a tricyelie antidepressant has been prescribed, it may be maintained 
j initially, but it will be replaced by another ruitidepressant later in treatJiiem. 

I Tricyclics will be discontinued because they may be lethal and have many 

! side effects, 

j 

i 3. If methylphenidate (e.g., Ritalin) has been prescribed for ADHD, it will 
I be discontinued because of its value on the street and the potential risk 
1 that it will be sold on the street. Methylphenidate will be j'cplaeed by 
I bupropion (Wellbutrin) or pemoline (CVlert). If neither buproprion nor 

j pemoline is effective in reducing ADHD symptoms, modafinil (Provigil) 

j rnayH^e prescribed. 

I 4. If lithium has been prescribed for bipolar symptoms and there is no 
I prior histoiy of alternative medications, it will be replaced with divalproex 
sodium (Depakote). Lithiiun is not the medication of choice because of 
side effects (tremors, acne, and weight gain). If bipolar symptoms with 
severe and indiscriminate aggression are present, earl:)ajnazepine 
(Tegretol) should be considered first. 

For adolescents wlio come to intake without a prescription for medication, 
the following steps will be followed: 

1. If recent use of Jilcohol or eocjiine is known of or reported by the adolescent, 
a waiting period to clean out the s>^tem is neeessaiy rather than treating 
1 syanptoms resulting from its use. 

I 

I 2. If there is no recent substance use and symptoms of depression are 
j evident, the adolescent should start on an SSRI. 

j 3. If there is Jio recent substance use, bipolar syTiiptoms are present, and 
j there is no prior history^ of medications other than lithium, divalproex 

I sodium (Depakote) should be tried. Lithium is not the medication of 

j choice because of side effects. 

} 

I 

j 4. If bipolar disorder is present with severe and indiscriminate aggression, 
j the first consideration is carbaniazepine. 

I 

I 

I 

I 
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5. If obsessive-coni|')uKsiv^' svTiiptoiiis are present, it would be wise to st«art 
j the adoleseeiit on an SSRI. 

I After eompleting the evaluation, the psyehiatrist should eontaet the MBIT 
j therapist to diseuss diagnostie impressions, any niedieations preseribed, 

I and any apparent obstaeles to implementing the medieation regimen. The 
j therapist should then review with the adoleseent and his or her family the 
j psychiatrist's recommendations and issues of medieation eom|diance. MDFT!' 
i therapists have t\pieally found that the adolescents’ parents differ in their 
i opinions about their ehildreirs receiving medieation. Some are desperate 
I for a ‘‘cure’' for their adolescent's behavior and may hope for a '‘riiagie pill." 
j Others resist the use of niedieations if they do not agree with the diagnosis, 

! as is sometirnes the ease when a child has been diagnosed with ADHD, 
j Parental attitudes and compliance witli the adolescent's medication regimen 
I var>’. The therapist can elicit parents' assistance in monitoring the cadoles- 
i cent's medieation side effects and whether the swnptoms are abating. There 
I is, on occasion, a parent who adamantly resists placing his or her child on 
I medieation. The ease example below is such a ease. 

j Case lixample: P. 

1 P. is a 17-year-old adoleseent male who, on intake, exliibited several 
I depressive svTnptoms such as hypersomnia, loss of appetite, dysphoric 
I mood, and irritability. The psychiatrist evaluated him and reconi- 

I mended that he begin taking Zoloft to alleviate these symptoms. The 

I teen's father was concerned that his son would replace his reliance 
j on illicit drugs with a reliance on psychotropics. The father had 

j relapsed immediately before MDFr treatment for his son begaji, was 

also exhibiting depressive symptojns, ajid refused to take jnedieation 
himself. CXer time, as the therapist built a strong alliance with the 
family and the father began to trust her opinion, he sought psychiatric 
treatment for his owti depression, and his depression slowly lifted. The 
hither's improvement affected his son's well-being, and the father 
allowed P. to begin taking medieation for depression. 

Following the initiation of psychotropic medication, it is im|X)rtant that the 
psyehiatrist monitor its effectiveness, compliance, and possible side effects. 
Meetings should take place weekly wiien the medication is initially preseribed 
(for approximately the first month), then monthly throughout treatment. 
With SSRIs, in particular, adolescents may not comply with their medication 
schedule. It typically takes a niojith before an adoleseent notices changes in 
I response to the medication, and these medications have side effects that 
j are partieulaiiy unpleasant (e.g., erectile d\?sfunetion, increased appetite, 

I nausea). Additional reasons for noneomplianee include the stigma of being 
j labeled or simply forgetting to take the medieation. Parental psyehopathology 
j and disorganization in the home are often linked with noneomplianee as 
I well. One w-ay to address this issue is to have the school nurse dispense the 
j medieation during school hours. This requires a signed order from the 
j psychiatrist. It is essential that the MDIH^ therapist also monitor the 
j medication’s side effects by asking the adoleseent about it during their 
j frequent contacts so that modifications can be made immediately. 

I Othenvise, the adoleseent may simply discontinue the medieation without 
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i mentioning it to the therapist or the parents. The adoleseent should be 
j eiieouraged to report any side effeets to the therapist immediately. 

I 

j The therapist should meet or talk with the psychiatrist biweekly to review 
I medication management and discuss crisis stabilization issues. 

j A critical aspect of treatment with this population is establishing a set of 
I strategies for handling crises, especially for teejis w^ho demonstrate serious 
I deterioration. MDFT therapists should become familiar with local mental 
I health resoiirees so that the procedure foj* dealing witli crises can be delijieated 
j at the veiy beginning of treatment. There tend to be two situations tliat 
I eoiild require more intensive inten'entions: suieidality and physical violence. 

Any adoleseent who is judged to be at risk foj* suicide should be transported 
to the local eonimunity adoleseent mental health crisis unit. Depending on 
j the crisis unit’s assessment, the teen should be returned home and taken to 
i MDFT treatment (minimal tisk), kept in the hospital for 1 to 3 days of 
! obsen-ation (moderate risk), oj* hospitalized for 1 to 2 wrecks (se\-ere risk). 

I In any ease, treatment should eontinue with family sessions focusing on the 
{ issues that eonuibuted to the adoleseent’s suieidal SNiiiptoms. The adoleseent 
j should then eontinue treatment when released from the hospital. 

j 

I For the vast majority of drug-abusing youngsters, an ijitensifieatioji of the 
j inten'ejition dosage is sufficient to sunive most crises within the family. In 
i those eases in which the situatioji is exeeptiojially intejise oj* dangerous, a 
i period of respite should be arranged foj’ the fajnily mcjiibers. One w'ay to 
j achieve such a respite is to work with the extended faJiiily to arrange for 
! one of the at-tisk mernbej’s to stay with the extended family for a short 
I time, although all members eontinue to be active iji therapy and w^ork 
j through critical family issues. In eases in which no family mejiibers are 
available, therapists may use eonimunity shelters where the adolescent can 
stay in a nontherapeutie but safe environment. Joint therapy sessions 
should eontinue during this period of respite, providing eontinuity to the 
treatment. 

I Common crisis stabilization methods ean be eounterproduetive l:>eeause 
j they derail the ongoing therapy process by pulling the adoleseent and fmnily 
I out of treatment and into a separate crisis management facility (wiiieh has 
I the sole aim of stabilization). The fundamental goals of the strategies 
I presented here are to keep the adoleseent and family safe through the crisis 

I and to ensure eontinuity in therapy. 

{ 

f 

i (Xerall, the adoleseent module is chimieterized b>- efforts to engage adolescents 
j in therapy, enter their w^ojid through a variety of means, and form an 
j alliance with them to better effect change. 

I 

i 

I 

I 

I 

i 

I 



I 

I 

I 

{ 

I 
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The Parents and Other Family Members Subsystem Module 



• Build a tlierapeutio alliance with a parent 

• CrCcate a collaborative agenda 

• Establish a developmental-ecological fj-amework 

• Facilitate parental commitment 

• Prevent paren tal abdication 

• Facilitate an improved j’clationship or improved eommunication 
between the parent and adolescent 

• Increase knowledge about and effectiveness of parenting 
practices (e.g., limit setting, monitoring, appropriate autonomy 
granting). 

Rationale 

The family environment and parenting practices make unique and 
critical contributions to the devxjlopnient of adolescent competcjice or 
deviajiec. 

Procedures 

• Meet alone with the parcjit. 

• Address parental frustration and despair while engendering 
hope, rencwxid commitjnent, and change. 

• Understand the parent's beliefs and emotions about, and 
philosophy of, parenting. 

• Assess competence in key areas. 

• Help the parent create a new relationship with the adolescent. 

• Help parent address personal developmental issues, take care of 
himself or herself, and niajiage relationships with extrafamilial 
agencies and institutions, when indicated. 



Convincing parents of the essential premise that they eaji be helpful and 
inffuential in their teenager's life is a major task of subsystem work with 
parents. The goal is to interrupt the e\x;le of defeat, desperation, and distance 
thc'it parejits experience and to rekindle their hopes, dreruns, ruid aspirations 
for their teenagers. They should not take on eveiy issue but instead ‘‘choose 



Goals 
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j their battles’' with diseretion. Tills ehoiee involves defining the realms in 
j \Viiieh they ean and cannot influenee their child. 



I Parents are in charge of reestablishing a developnientally appropriate family 
j environment; to achieve:) this, family niaiiagement practices niiist be 
j reviewed, as well as the family’s histon^. Goneomitantly, parents must also 
accept their need to confirm and assist in fostering the development of 
their teenager. A central challenge is how to make parents emotionally 
available to their teenager after all that has happened. This is veiy difficult, 
A therapist tries to resurrect some of the parents’ previous levels and feelings 
of love and commitment for their child, if these are not there or are 



inaccessible, the therapist tries to create them anew, most frequently by 
emphasizing the dire straits their ehild is in and eoiiviiieing parents that 
they are vital to aeeoinplishing neeessaiy changes. Sometimes, recognizing 
one’s credibility as an authority or expert or citing evidence from research 
j studies can be employed to remobilize parental commitment. Studies indicate 
j that changes in parenting praetiees are possible, even with adolescents who 
! are affiliated with drug-using peei’s and diseoruieeted from prosoeial institutions 
I such as school (Banket al., 1991; Dishion & Andrews, 1995). These 
i changes in parentijig are fissoeiated with decreases in the drug-using and 
j antisocial behavior of youth (Schmidt, Liddle & Dakof, 1996; Steinberg & 

I Levine, 1994). The quality of a teenager’s relationship with his or her 
I parents has been found to be the most powerful protector against deviant 

I behavior and problems in development (Resnick et al., 1997). As in other 
I arenas of assessment and inteiwention (e.g., adolescent development, 
i neighborhood influences (crime, drug availability]), MDFT uses research— .. 

I based luiowiedge about those aspects of parenting that promote prosoeial 
j development (Liddle et al., 1998). A number of treatment studies ha\^ 
shown that niodifving parents’ personal and marital distress ean improve 
their problem-solving and communication skills and that these changes are 
associated with reduction in behavioral problems in tlieii* ehildreji (Dadds, 
Schwartz & Sanders, 1987; Mann et al., 1990; Miller & Prinz, 1990). 



Therapists implement parent-foeused intenentions in stages, first assessing 
the status of the relationship between the parent and the adoleseent, with 
particular focus on the attachment aspects of the relationship (developnientally 
appropriate for adoleseent-parent relations, of course). Failure to maintain 
relatedness in the parent-adoleseent relationship creates significant risk for 
I a variety of negative developmental outcomes (Allen, Hauser & Bornian- 
I Spurrell, 1996; Greenberg, Speltz & DeKlyen, 1993). A teen’s achieving 
I autonomy while maintaining a positive relationship with parents is widely 
I recognized as a fundament<'il task of the adoleseent and parents (Baumrind, 
i 1991; Steinberg, 3990). It is important to remember that adolescents 
j continue to seek out their parents for support and guidanee (Greenberg, 

I Speltz & DeKlyen, 1993), and although the nature of their parents’ influenee 
j is different from wliat it w-as in childhood, their parents eontinue to have 
j considerable influenee over teenagers in many areas (Hill, 1980). MDlvT 
I creates roadmrips for therapists who wish to w-ork with adolescents and 
j their families in more develoiirnentally informed and developnientally 
I on-target w-avs (Liddle et al., 2000). 

I 

I 

I 

I 





I 

I 

I 

I 

I 

I 
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j Pare^iting Relationship Intei'ventions 

I 

1 

1 The historx^ of adolescent jxsv'cliology has been dominated In’ the theoretieally 
I derived belief that separation or individuation constitutes the eentral task 
I of adoleseenee (e.g., G.S. Hall, Freud, Bios, Erickson). Modern-day develop- 
j mental research ehallenges this opinion. Empirical evidence demonstrates, 

I for example, that positive parent-child relationships foster and predict 
i healthy adolescent development (Hauser et al., 1985; Hill, 1980; 

I Montemayor, 1983, 1986) and, furthermore, that families sen^e as a 
i primaiy context of adolescent development (Grotevant & Cooper, 1983; 
j Hauser^a al., 1984). 

I 

! Research in this area also relates directly to MDFT’s target gi'oup of at-risk 
{ teenagers. Emotional support from one's family has been found to have a 
i protective or buffering effect against substance abuse (Burke & Weir, 1978; 
i Greenberg, Siegel & Leiteli, 1983; Larson, 1983). Supporting these data, 
j Wills and Vaughn (1989) found that under circuinstanees in which there is 
j a high level of substance abuse in the peer network, family but not peer 
I support had protective effects. Wills (1990) concluded: 

I 

j Many parents believe that they are powerless in the face of peer 

I pressures toward adolescent deviance. To the contrary, my findings 

I indicate that parents, through the support they provide to teens, can 
I have considerable favorable influence ... [and] parents protect their 

I teens bv being interested in and available to talk about problems 

(p. 91).‘ 

Outmoded and ijiaccurate concepts have been replaced by the idea of 
parent-child interdependence as the optimal developmental condition 
(Steinberg, 1999). 

WHien these relationships falter or when they remain poor over time, an 
adolescent’s psychosocial growth deviates (Baumrind & Moselle, 1985; 
Shedler & Block, 1990; Kellam et al., 1983; Newcomb & Bentler, 1988). 
Research indicates that, unlike the families of adult addicts, which are 
t>^:)ieally characterized by a disengaged family structure (Stanton & Todd, 
1982), families of drug-abusing adolescents are more likely to be disengaged 
but still engaging in hostile conflict (Liddle & Dakof, 1995; Volk et al., 
1989). Wlien relations are strained or have been badly dmnaged, attachment 
bonds must be shored up or rel)uilt before families can consider behavior 
I changes. Such reconnection processes can be identified (Schmidt, Liddle & 
j Dakof, 1996), and particular therapist techniques are related to these 

I relationship shifts (G.S. Diamond & Liddle, 1996). 

1 

1 

j Given the degree of disengagement and lack of cohesion in the families of 
I adolescent drug users, intenentions that rely primarily on parental hierarchy 
j and power (organization) can further rdienate an already estrmiged teenager, 
j MDFT is careful not to replicate the excesses of approaches that overem- 
j phasize parental control functions (e.g., Madanes, 1981; Haley, 1997). 
j Rather, MDFT fosters evolution of a new^ developmentally appropriate 
1 relationship between parent and adolescent. Creating cohesion between 
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I adolescents and parents involves the negotiation of new modes of interde- 
j pendenee (Silverberg & Steinberg, 1987; Steinberg, 1999) — a relationship 
I definition that meshes with the developmental needs of teenagers. 



Key Concept: 

Parenting relationship intenentions are special methods used to redireet 
the derailed developmental tasks of the p<arent and the adolescent and 
to increase the emotional eonneetion between them. 



\ Parenting relationship inteiventions (PRIs) support parental reeonneetion 
I and are designed to put baek into place the derailed developmental tasks of 
j both parents and adolescents. At the heart of these interxentions are the 
renegotiation and reealibration of the parenwidoleseent relationship in a 
way that enables the adolescent to achieve increased autonomy within a 
j context of continued but altered eonneetedness or relatedness (Allen et al., 

I 1994; Grotevam & Cooper, 1983). These processes are designed to deerease 
! the emotional distance between parents and adolescents. 

I 

I Although some parents in the CYT studies function more on the 
1 overinvolved side of parenting and have difficulty granting autonomy, 

1 research indicates that with midrange and severe drug abuse and conduct 
j disorder samples, disengagement is the norm (Liddle & Hogue, 2001; 
j Schmidt, Liddle & Dakof, .1996; Dadds & McHugh, 1992; Patterson & 
i Stouthamer-l^)eber, 1984; Volk et al., 1989). PRIs lessen the emotional 
I distance between the parents and their adolescent (Liddle et al., 1998). A 
I clinician's attempts to change or even primarily focus on parenting behavior 
! are often met with reluetanee or resistance (Griest & Forehand, 1982; 
j Patterson & Chamberlain, 1994). MDIT works to increase parents' motivation 
to consider a new kind of relationship with, and parenting strategies for, 
their adolescent. In part, this is done by focusing on and amplit\ing the 
urgent eireumstanees of and need to take action with the teenager (Haley, 
1976). This can be stniightfor\vm*d in situations of crisis or when extrafamilial 
sv^tems such as juvenile Justice are involved. When parents are more 
emotionally distant, rejecting, or abdicating, the task of creating urgency to 
act emi l)e enormously difficult. The following excerpt illustrates a therapist's 
j (T's) use of an adolescent’s recent suicide attempt to create urgency in the 
j mother (M). He eneourages the mother to strike a balance between 
1 appropriate limit setting and communication of her love for her son. 

j 

I T: See, this is where the real 'wen^k starts nerw. You’ve been around 

j the block with B. Ckmie on, he's been in an inpatient,.. 

I M: Well, I said that to him when I found out he was smoking pot; 

j and I said to him, ‘3L7iy are you doing this?” ) dii Imryw? 

I T: Uhhuh. 

I M: Afy sister committed suicide. My son told me she was his favoiite 

\ aunt. So I said, "Then why are you doing this?” This -was the 

I way she started. She started with pot. She didn’t think she’d 

j wind up killing herself. You know, and the same thing when I 

j found out he zvas selling pot. 

j T: And what, he nms awav from that conversation, doesn’t he? 

I 

I 

I 

I 

1 
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I M : Yei A 

j T: He doesri'C hear. /V?u:/ that's why, when you ha^ce tluxt conversatioru 

\ this is the kind of conversation you got to have over and over 

%vith him. You gotta hold him sStili He\s gotta hear it. I don't VDarit 
youjjist to talk about things that are issues of control. 

M: / always felt like a warden. 

1": And noxc? 

M: And mn a mother. 

T: Thads why, together, 'we're gonna shape this conversation that 
yoiYre going to have with him. 

M: [ do get f ms timed. 

I T: Okay^ all rights and I know ids friistrating. And I kno%v you love 

! him. And you want to protect him right nozc. W 'e gotta talk to him. 

j You gotta keep going down that path. You gotta make sure that 

\ you balance that conversation. / want the majority of it to 5c, 

I ‘'Hey. rm concerned. Yes, you\e heard it before. I'm concerned 

j about what youhv doing. You 're my son. Why are you in die 

{ streets? J give you a place to stay. The foods here. Fnijust tiying 

I to make sure yoiYre okay. I want to know 'whads happening in 

j your life. I don't zcant to lose you. I almost lost you. Hozv come 

j you re not talking to me?'' Thads where we've got to go, and 

j thads how you ve got to talk to him. 

j 

i Through a process called a ‘‘histoiy of 10,000 defeats/' parents appear to 
i have given up or, in some eases, actively abdicated their parental responsibility 
I for day-to-day influence attempts (Patterson, Reid & DisFiion, 1992). These 
j parents also withdraw from the relationship with their teenager. One study 
(G.S. Diamond & Liddle, 1996) indicates that stopping the slide of this 
emotional withdrawal is important to the creation of therapeutic in-session 
interactions between parents and teenagers, PRLs aim first to affect the 
affective aspects of parenting. The goal is to increase parents' emotional 
commitment and gradually their day-to-day involvement with their teenager 
(Liddle et ah, ].998). Success enhances readiness to change one's parenting 
{ beliefs and parenting practices, even with adolescents who have abused 
I drugs and involved in delinquent activities (G.S. Diamond & Liddle, 

I 1996; Schmidt, Liddle & Dakof, 1996). 

The following excerpt provides an excellent example of a mother's (M's) 
ambi valient feelings toward her adolescent The therapist (T) highlights 
the parent's expression of love and commitment, and the mother shares her 
I hopes that her son will have a better life than she had. 

i 

I 

! T: Let me ask you, Ms. M., about zchen IL. was younger. Things 

\ were going more smoothly, and like all parents you had things 

j that you liojied. for him, and still do, and 'wornes chat you had for 

I him. Could you talk a little about chat? 

j M: My hope for him is for him to finish school. I can give up right 

j no'W like so many others have. lin not going to do chat. I'm about 

j ready to say it. A pan of me is saying it, but a pan of me is 

j saying, “Hang in there." I'd say .10 or 20 years from now, he 

I might hate me for it, or he might like m e for it, f don 't kiurw. 
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j T: You love him. 

j M : / love him . I %mnc to see him make something of himself. You 

i know, with him being black — I donh want him to gro%v up, get 

j older, and can ’t get a job, because he %vas supposed to get an 

I education and didn ’t. There are a lot of males who go out and 

j hwt, and rob, and steal, and they blarne it on the sSystem. Now is 

j the time — the education is out there, grab it. And half of them, to 

\ be honest, don't have the sense to go get it. And xcheri they can’t 

I get a job, they xvant to blame it on I someone of] another natiorudity. 

j / don't want my son to go through that. 

\ 

i Pare^iting Styles and Practices Intetwenf ions 

I 

Sometimes a researeh-based p^irerital self-help book, such as Steinberg & 
Levine’s (3.994) Ibu cmd Your Adolescent, is used in treatinejit as a referejice 
j point for parents struggling to understand their teenager and to change 
j their parenting. 

j Considerable evidence underscores the link between parents’ psychological 
I funetioning and their perceived and actual parental efficacy (Dadds, 

I Schwartz & Sanders, 1987; Wahler & Durnas, 1989). Core themes of parenting 
I are frequently related to generic issues of family life, which are manifested 
I in a family’s idiosvaieratic “big questions'’ (Liddle, 1985) represented by the 
I parents’ beliefs about what families are and what each member expects 
j from his or her intimates. What does it mean to be a parent, a father, or a 
i mother in this faniilCr' What do various family members think about these 
! roles in the family? 

There are certain content themes that are frequenth> stressed in subsystem 
work with parents. These fall into three broad categories: parental monitoring 
and limit setting, parenting skills, and methods and content of communication 
with adolescents. 

The therapist asks how' nuich parents know’ about issues such i\s the teenager’s 
out-of-school activities, friends, in-school activities, mid school performance. 
The therapist assesses the parents’ ability to set appropriate, firm, and 
consistent limits and supports increased competence in these areas. 

I 

1 The therapist assesses and discusses with parents eomniunieation, listening 
j and responding, involving the adolescent in decision making, understanding 
j which issues to take on and wliieh to let go, demonstrating a sincere interest 
j in the teenager, spending time with the teenager, showing respect for the 
j teenager, and making useful bridges with institutions outside the family. 

The therapist helps parents define wiiat is importmit for them to communicate 
I to their son or daughter. For example, what are parents tiying to teach 
j their teenagers about life, about being men or w’onien, about life on the 
I streets, about being an African-American in this society, about the role of 
j school or w’ork in their lives? 

j 

1 

1 

I 

I 



I 

I 

I 

I 

I 
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In lieljMng parents better respond to tlieir teenager after being hurt and 
angered by the adolescent’s behavior, therapists can use several methods. 
Reformulating cognitive attributions, rehearsing behaviors, mid working for 
increased acceptance of one another tlirough emotional expression and 
clarification, for example, are seen as eomplementaiy techniques. 

lnte}ijentiom With Other luimily Members 

Individuals with Itey roles in the adolescent’s life are invited to partieipate 
in family wsessions, and individual sessions are held with these people as well. 
Cooperation of other family members is gained by their participation in 
treatment on mi as-needed (i.e., therapist-defined) basis. Cooperation is 
achieved by defining and highlighting the eurrent serious circumstances of 
the youth (e.g., problems in school, eontliet at home, arrest, Juvenile court 
problems). Siblings, family members not presently Ihing in the home, and 
extended family members are included in assessment, ease formulation, and 
intenentions. 

In the following example, Mark’s grandmother (D) and grandfather (J) have 
been included in an in-home family session. They are part of the household 
in which Mark lives and are seen as vital to fostering his adaptive socialization. 
The therapist (T) and Mark’s mother (M) and father (F) explain the eurrent 
situation, such a crisis that, if Mark gets in trouble one more time, he will 
be put in detention for v3 years. The therapist then lets the grandparents 
know how important they are to Mark’s healthy development and encourages 
the family to come up with appropriate household chores during the 
coming week. 

T: Thank yon all so much for being here tonight. We 'in^anted the 

ivhole family here because it's veiy important. Mark is in a crisis 
and %cere all very tcorned about him. As his father just said 
tonight, it\s veiy hard because he's at Level Six. Why is he at 
Level Six? 

M: Level Six is where they can lock him up. 

'F: So it's voy senous. Bill |a therapist’s helper) and I are them]rists 
in a jmograrn that Mark is attending to ay to help him %vith anger 
management and all the other problems he has. So the reason I 
wanted you all here is because you live %mth him . 

M: He's 14, but on the street he acts like he's older. In other ways 
lie\s 14 but acts like a 2year-old. He can't speak for himself and 
express what he wants. 

'F: [to Mark’s grandmother) I think that you do too much for him. 
Because you love him. Now he really needs to start to do things 
for h imself. So I would like for you to rest and for him to work. Is 
that possible? Is it dilflciik for you? 

D: FcvS, it's hard. 

J: But for his own good, let him do it. 

T: Mark tells me, “O/i, my grandmother loves me, she does 
everything for me. ” 

F: She does every thing for her [referring to Mark’s mother], too. 
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T: Okay, so we'd like to start to think about some choj'es around the 
house that Mark should do that are appropriate for a 14-year-oUL 

F: I to Mark] You've gotta listen. 

Mark: Fm listening! 

T: Jobs. 

F': For example^ the garbage. 

M: Honie'Work assigrinients. 

D: / zvas getting the clothes out of the d)yer, and I nieiitioned that 
my hand zvas hurting. He came and finished taking all the clothes 
out and Inought them inside. 

M: [pats Mark on the knee] ThaFs it. 

F: One time, he asked his grandfather for a dollar. He gave it to a 
homeless pe7^son. 

T: Some time before zee see Mark again, would you and Mark zcork 
out some kind of thing that you want him to do evoy zveek, a 
regular thing that you zvill stop doing? Maybe sonwthing that he 
does each day and then maybe something that he does once a 
zveek. So^ Mark, ziDillyouget zcith yotir grayidmother a^id figure 
that out, zvhat you will do to help take some of the zcork fi'om 
her? [Marie nods] 

T: So, thanlz you so much. Because you live in this house, every- 
body has to help him grow up and be responsible. He can't 
eximess himself and zvhen he can't express himself he gets 
a7igry. It bottles up in,side him and he explodes. So, zve all need 
to help him learn hoiv to express himself. 

In MDFT, therapists empliasize the need for otliers, particularly prosocial 
adults, to join forces with the treatnient program to help the adolescent. 

The Family Interaction Module 
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Goal 

Create a developnieii tally faeilitative family environment. 

Rationales 

• The family emironment, manifested in repeating and consistent 
family interactions, including parent-adolescent interactions, 

is a critically important domain of development during 
adoleseenee. 

• Basic and clinical research has clarified the particular kinds of 
family transactional patterns that are conducive or hnrmful to 
adolescent development. 

• Family transactional patterns, as a representation of current 
family relationships, offer an important and accessible context 
to block or diniinish risk factors and processes and promote 
prosocial adaptive developmental processes. 
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Procedures 

• Individual meetings focus on the content for family sessions 
that might change family interaetions. 

• Techniques are planned using stoiyboards. 

• Enaetment is the primary^ method for ehanging family interaetion. 

• Enaetment is a teehnique, but it also illustrates a way of thinking 
about change (enactment is an aspect of the change process). 

• Like the other aspects of the approach, the family interaetion 
module is broken down into parts that are organized sequentially. 
One way tli^it this organization oeeurs is through the orchestration 
of a series of meetings with individuals (family members and 
extrafamilial others) before as well as after enactment-foeused 
meetings. 

• Therapist behavior is reminiscent of the ''shuttle diplomacy” 
concept — there are meetings with parents and adolescents 
separately, together, and alone again in a sequence dietated by 
the unfolding process and the progress being made. 

• Important areas or topics on which to work are determined. 

• Priorities are decided; the downsides to working one area or 
issue over others are eonsidered. 

• The therapist works gradually, using successive approximations 
and “personal/interpersonal best” thinking. 

• The therapist works on skills: estal^lishes an agenda, signs on to 
tasks and goals, looks for openings, shifts affect, maintains 
focus and intensity, shapes the interaction, closes it up, and 
transitions out. 

• The work must be overt; postenaetment time should be used for 
processing, planning, and troubleshooting. 



I 

i 

j Various kinds of family interaetions are linked to the development and 
j maintenance of behavior problems, including drug use and abuse (Hawkins, 
j Catalano & Miller, 1992). Transaetiori-focused change strategics have 
I demonstrated success in ehanging targeted interaetions, and these techniques 
I have become family therapy’s defining feature (Minuchin, 1974). Critically, 
j changes in interaetions within families are related to changes in targeted 
I problem behavior, including adolescent drug use and abuse (Robbins et al., 
1996; Schmidt, Liddle & Dakof, 1996; Steinberg & Levine, 1994; Mann et 
al., 1990; Szapoeznik & Kurtines, 1989) and changes in the in-session 
problem behavior of drug-abusing teens and their parents (G.S. Diamond 
& Liddle, 1996; Schmidt, Liddle & Dakof, 1996). 
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j Change in the parent-adolescent relationship is brought about tlirough 
j the classic family therapy technique of enactment (Minuehin, 1974; G.S. 

I Diamond & Liddle, 1996, 1999). A sequence of individual and Joint parent 
and teenager sessions is used as a form of shuttle diplomacy (G.S. Diamond 
& Liddle, J.999). The enaetinent method is stress provoking. Individual 
conversations help alleviate the relationship dislocation stimulated in the 
enactment-focused sessions. 

I The next case example elaborates on the idea of preparation for enactment. 

I The preparation of both the daughter and the mother is examined, and the 
I rules and techniques for initiating a conversation about a disturbing family 
I theme are dictated. 

I 

Case Example: ^7 Want My Daughter Back** 

j Jim and Marina, divorced for many years, have two daughters: Sdly, age 15, 

I who resides with her mother and stepfather, and Cynthia, age 20, who lives 
! on her own. Marina sought treatment for her younger daughter’s marijuana 
j and alcohol use, her daughter’s poor grades, and their progressively distant 
I relationship. Sally’s stepfather was decidedly uninvolved in ehildrearing tasks. 
I Marina was concerned with Sallys substance use and with her daughter’s 
j drifting aw^ay from her toward wliat Sally called her '"adopted” family, her 
j girlfriend’s family. That environment permitted drinking and other freedoms 
} counter to Marina's values. 

! Abandonment w^as a central theme in this case. It is difficult to imagine 
addressing the topic of emotional or physical abandonment without dealing 
with issues of the past. The theme of abandonment most often emerges in 
session through examination of the adolescent’s intense feelings that come 
from memories of being abandoned or neglected, as well as those that 
accompany the parents’ experience of their own behavior. The feelings are 
key domains of therapeutic operation. 

In this case, the daughter felt abandoned by her mother, w'ho said explicitly 
! that she w^as choosing to protect her second marriage at the cost of isolat- 
j ing her daughter. Marina, seemingly unaware of the impact of this on her 
j daughter, felt abandoned by her daughter as well. Sally’s emotional in\x)lve- 
I ment with her friend’s family, although it gave Sally attention and security, 

I w-as difficult for Marina to accept. In situations like this one, in which there 
j are powerful themes, problem-solving and negotiation strategies can easily 
j fail. 

I Therapist Improvisation: Shifting Domains of Operation 

i 

I The key principle illustrated in the following sequences is a shift in the 
I therapist’s focus; a multidimensional model allows the clinician maximum 
j flexibility for in-session work. At the previous session and the beginning of 
I the current session, Marina expressed extreme pessimism about her daughter, 
j The clinician w-as aw-are of her pessimism and vv'as looking for productive 
j ways to address and, if possible, counteract it. The therapist decided to 
! challenge the mother’s pessimism in a straightfonv'ard problem-solving way 

I 
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by tniiig to initiate a conversation about mother and daughter having 
dinner together (a rare oeeurrenee). Wlien the therapist assessed that this 
a]>proaeh was not working, she shifted her focus. In the first segment, the 
therapist (T) was elarifving her rationale for requesting inotlier- (M-) and- 
daughter eonversations in the session. 

T: What\*^ this abcmt? Well, it's about ha^cirig a r'clatioriship with 
your daiighter. It doesn't necessarily mean it [the contact that 
tlie t]iej*apist is tiyirig to facilitate) Iuls to he as fonnal as a date. 

M: [interrupts; seems frustrated] Welb it does because she doesn't 
leant to have anything to do with me. 

T: Wluit about dinner? 

M: She won’t have dinner with me. She will not sit down. She has 
not sat down and had dinner with me for 2 years. 

T: Would you like her to have dinner with the fam ily? 

M: Sure, ids nonnal. Sure. 

T: So, what do you have to do? ]\duit are the kinds of things that go 
into this? Leds not assume that [arj*anging foj* tlie daughter to 
sit down for a family dijiner) is out the windme. 

M: [discouraged] It is out the window. 

T: Mmm. 

M: Wellj I mean, after 2 years it is. 

T: [sits forward and addresses father] Jim [Sally’s father] , ea?iyoi/ 

convince this lady that she's got more influence over this kid? 

M: [interrupts, sounding a bit insulted] Well, I don't have the energy^ 
to go in and scream and yell and pull her out eveiy day. You guys 
make this sound like ids really easy, and it isn't. 

The thej-apist makes a dramatic shift and asks Sally to leave the session for 
a few iTiijiutes. 

T: [ to mother] I wanted Sally to step out because I think yoidre 
feeling ganged up on. 

M: [interrupting] I feel really ganged up on. You guys make it sound 
real easy and it's not. 

'F: I’m here to tty to make life easier for you. Do you believe that? 

M: WeUy maybe. I don't know. 

This dialog continues for about 20 minutes. It ends when the therai:>ist 
makes the following statement that reaches Marina. 

'F: [to motlier] So why are you doing this [coming to therapy, 



tiying to reach out to your daughter]? Yoidre doing this because 
you love her and you're concerned about her. You 've already lost 
your older daughter to drugs. A nd you don't want that for Sally. 

I don't zvant you to feel that I am ganging up o n you or that Jim 
is ganging up on you. I will do eveiy thing I can to support you. 
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Intentional and Unintentional Shifts in a Session 

This segment contains several important shifts (G.S. Dianioml & Liddle, 
1996, 1999). First, the therapist shifts the focus of the session from the 
daughter (e.g., “Are you interested in having more of a relationship with 
your mother?’’) to the mother (e.g., “I think you're feeling ganged up on”), 
and, perhaps most important, to the therapeutic alliance between Marina 
and herself (e.g., “Are you mad at me right now?”). By asking Sally to 
temporarily leave the session, the therapist signals her respect to the 
mother (i.e., “I sense you are upset and T want us to deal with that”). 

The shift from mothej-adoleseent problem solving attends to Marina’s 
experienee and her individual needs. Wlien the therapist puts herself and 
Sally’s mother into the center of the process, another shift occurs. These 
moments illustrate the sincerity and eredibility that have been established 
between the therapist and Sally’s mother. 

The ground rules for being attentive to and reading feedback can be made 
explicit and depend OJi liieid personal judgment under difficult conditions 
(Liddle, 1985). In this sequence, although the therapist has a specific agenda 
for the session, she appropriately adapts her style, contejit, and focus to the 
feedback. Aspects of this conversation include (1) confirming the juother’s 
anger (“1 think you’re feeling ganged up on”) and despair (“You are really 
angry and frustrated”); (2) cojiipassion for the difficulty of her situation 
(“This is really hard for you”); (3) normalizing the behavior (“Ajiyojie would 
find this hard”); ajid (4) offering new explanations (“She is not used to you 
reaching out to her”) ajid restoring commitment (“You love this child”). 

The conversation redirects the mother’s negative feelings (e.g., “My daughter 
doesji’t care about having a relationship with me”) and lack of motivation 
for a relationship with her mother (e.g., “This kid just does not want a 
mother”). 

Before she asks Sally to eome back into the session, the therapist meets 
briefly with her alone. She tries to prepare Sally for subsequent work with 
her mother. Sally is ehallenged to “rise to the occasion” and to take her 
owm desire for independence more seriously. Stilly agrees to try, and the 
therapist and Sally go back to the session. 

Tn the next segment, the mother’s change is clear. The previous therapist- 
mother interaction had placed Marina in a vulnerable spot. 

Sally originally sat on a couch with her mother, across from Jim. To intensify 
the mother-child proximity, the therapist moves Sally to the chair across 
from her mother. 

T: [to Sally] I want you to Cum your chair to your mom. I want her 
to have a chance to say these things to you directly, because I 
was veiy moved, by some of what she said. Okay? [The pace is 
intentionally deliberate and the tone is serious.] 

M: [in a sad voice] Well, first of all, ids veiy hard for me to talk, 
because I feel so bad. about all this. I fed the loss of a daughter. 
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I / miss you. There are things that I want to do zvitli you. I want 

I you to be my daughter and you don't want any part of it. That's 

I veiy hurtful, [prauses] / see mothers and daughters ervjoy each 

other’s companyy and I just feel like you want nothing to do with 
me. [begins to cr>’^| / came from a family of mothers and daughr 
ters. That’s a veiy special thing, [becomes upset ngnin] I lost one 
daughter [a reference to the mother\s estrangement from her 
older child] and mrw Fm losing another. 

T: And you don’t zvant to lose her. 

M: [emphatically] No. 

\ T: And you don’t want to have to make ndeSj but you don’t know 

\ how to connect with Sally, you don’t knozv what to do. 

{ Sally was. up to this point, not responding veiy much to her mother's 
i efforts. The tlierapist continues to encourage iier. 
i 

j T: [in a soft voice to Sally] Your mother is being particularly open 

\ n^/if now, Sally. She's not saying this to hurt yori; she's saying it 

j because she feels so sad and she loves you so much. Help your 

j mom kmrw how to have a relationship with you. I don’t believe 

( for a minute that you don't miss that too, Sally. 

( 

I 

j Sally has her head down and is ciying. The therapist hands her a tissue. 

j 

j T: / think that’s 'why you're ciying right nozv. / don't think you zvant 

j your mom hurting like that. Why is that? I think it’s because you 

j love your mom. Talk to her, Sally, [long pause; the therapist gets 

I up and moves next to Sally and puts her arm around the giiTs 

I shoulder] Okay, come zeith nie. 

Sally accompanies the therapist out of the session. Shifting gears, the 
therapist quickly assesses Sally's feelings about what is happening, as well 
as her willingness to respond more fully. They return to the session with the 
I therapist not sure how far Sallv is willing to go on this occasion. 

I 

I 

T: So, Sally, tell yoitr mom zvhat\s going on. 

S: J don’t knozv. 

T: [challenges] What do yoxi think alxnit the things she said? Sally, 
why are you oying right ncriv? 

S: [to mom] Because I don’t want you to feel that way. 

I M: We//, hozv else can [feel? 

j T: [strong, challenging] VlViy don’t you want your rnom to? Why? 

! Why do you care? 

\ S: Because I love her. 

j T: Then, tell her you love her. Your mom needs to krurw you love her. 

j S: She knows. 

T': No, she doesn't knozv, Sally. 
j S: [to mom ] You don’t know? 

j M: We//, I dunk you sort of love me, but I think you sort of love to he 

\ azvayfrom me. YYm don’t zvant anytimig to do with me. Nothing. 

T: That makes you feel unloved. 
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M: Vay unUrced. 



T: That'S why Pm saying — I dorft think your rnorn really kmnvs that. 
JfthaPs how you feel then let her know\ (Sally still averts her 
eyes.] 




m 



I The therapist nurtures this mood and discussion. Family members often 

j need more coaching during these early change attempts. 

1 

I 

j On this occasion, several questions might occupy the therapist: 

i 

j • WTiat will it take for the daughter to respond at the same level as 

I the mother? 

• Has enough groundwork been laid with the daughter individually? 
Does the daughter believe that her mother really wants to hear 
j what she might have to say? 

i ” ‘ . 

i • To what degree should the therapist encourage the daughter 

j to express lierself (rather than involve the mother in the 

i erieouragement)? 

I • What are some reasonable outcomes for this sequence on this 

j occasion? And is it not possible that asking Sally to respond in 

} this session may be reaching too far at this time? 

j (Questions such as these inform a clinician's judgment on a rnoment-to- 
moment basis; recalibrating one's intenentions in a session is one of the 
most complex of all therapy skills. 

Given that in individual sessions Sally had not shared ideas about what she 
wanted in a new relationship with her mother, the therapist eoneludes that 
this sequence has progressed as far as it could on this occasion. The mother 
remains emotionally available and nonblaming to vSally. 

In the final sequenee, the therapist works to construct a useful ending to 
the session. 

I 

i T: J doivt think that we can have a. seiuse of closure tonight on this 

j topic. Manna, I have to say that I was vay, very^ moved, as I 

I think every^hody in this room was. 1 know zchatyou said was 

} very hard. I think that you cenainly deserve some support, and 

j Ihn wondering if there's anything that you need from Sally before 

I you leave this room tonight? 

j M: I'd kind of like a hug. [with more firmness] I want a hug! [Mom 

j and daughter reach out simultaneously and embrace each other 

I and the therapist then ends the session.] 

i 

I During this session, the therapist sometimes tried too hard to engineer a 
j breakthrough. Furthermore, the therapist, in a discussion later with her 
j supenisor, realized that she had too many preconceptions about what the 

I hoped-for process ought to look like. This sequenee senes as a reminder 

1 

I 

I 

i 

i 
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j that each participant in the conversation does not participate in the same 
I wav or at the same pace, nor is it important for him or lier to do so. 

i 
1 



I Finally, this sequence presents another opportunity to remember the focus 
I in this approach on an inerenientd view of change. This is the emphasis 
! despite the fact that change eaji be defined as liaving both continuous and 
I diseontiiuions elements (laddie, I 9S2). The focus is on working on and 
I framing change for family members as a series of small steps. These steps 
{ are defined by Mahrer (1.988) as '‘good moments'' of thenipy (i.e., processes 
I that are instrumental to change). As Greenberg and Pinsof (1.986) ha\^ put 
I it, outcome should be broken down into the "small o's'' (small outcomes) 
j that make up a ground-level view of the therapy process. Fixation on the 
j final product, the "Big O'' of a final outcome or a "Big Event, can create 
I unrealistie expectations and a focus OJi the wrong level of detail. Paying 
j attention to these Big O's would be like trying to hit a home run every^ time 
j one was at bat. 



Key Concept: 

Bottom-line ease outcomes are achieved Iw breaking the work into 
smaller outcomes. 



! In subsystem work, the therapist might well be working with a parent about 
I acceptance or about understanding the cojinection between his or her own 
I behavior and that of the adolescent while at the same time (i.e., the same 
j session or the next session) talking with the adolescent about his or her 
j own concerns (e.g., parental or peer rejection, disconnection from family 
} or school). Thus, a therapist may block a parent's persistent request for 
information about the teenager's current drug use and related behaviors. At 
the same time, the therapist may help the parent eontijiue to reach out to 
the adolescent by sharing with the teenager the effect of the drug use or 
problem behavior. This is not done, how-ever, in a way that elicits l)lanie mid 
negative attributions from the parent. 

I 

I 

Case Example: Bidlding a Relationship Bridge 



1 

I 

I 



I 

I 

i 

I 

! 



I 

i 

I 

I 



The following is an example of w^irk with a mother (M) and son (R) in 
which the therapist (T) attempts to elicit the parent's personal meaning 
from statements that in the past had taken an aeeusatoiy^ turn. 

M: VPcH, / can't follow R. out in the street and keep him away fiwn 
the t)oys who are into stealing and staynng out till all hours. 

T: I agree with you, Mrs. Williams. There are a lot of things you 
can't control. But that doesrit mean there aren't ways you can 
influence him. I can help hiin listen to you. 

M: Well, I sure hope so. I must have been up most of the night on 
Thursday. R. xvent out right after dinner and wasiit back zchen I 
went to bed. I don't think he got in until 3 in the morning or so. 

T: And Vll bet you were xcorried sick. Mliat were you thinking about 
when you lay there awake? 
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I M: / was thinking, ‘'The police’ll be by any minute to tell me R. has 

j been shot.” That’s what I was thinking. I don’t think I could bear 

\ losing R. 

j T: Does R. know zdiat you went through that night? 

j M: Well, he sure knows 1 was angry, ’eau.se when he did come in I 

I went dawnstairs and I guess I really went off. I was just screaming 

\ and carrying on and he kind of stood theie until I finished and 

I then we both went to bed. We haven’t talked much since then. 

j T: So, R. doesn’t know really what you go through when he stays 

j out? 1 really think it’s important for him to know. I think it would 

I be good for him to hear that today zvhen he comes back in. Y\ni 

1 and he have a relatiomhip. Don’t assume that it doesiTt matter to 

i him what you go through. 

The ther^ipist must find a way to help parents tell a storA^ about tlieinselves 
J and their parentiiijg that speaks to their worries, hopes, and dreams for 
I their eliild. If a mother, for example, has long been expressing earing for 
! her son in wa\^ he eannot take in — tlireatening, nagging, yelling — the 
{ therapist will want the teenager to be let in on the feelings that underlie 
{ these behaviors. This does not mean that the mother should say only 
I '‘positive’’ things, how-ever; it means that wiien she talks about her 
I adoleseent’s negative attitudes and behavior, she jnust be helped to do it 
I with referenee to how^ it affects her, their relationship, and the future as 
j she sees it. For parent and teenager, talking together will be an important 
{ means of healing their relationship and building a new connection. 

I The therapist prepares parents for these in -session dialogs or enactments. 

! At this point, she has a chance to help a mother come to a new understanding 
of wiiat has been going wrong in conversations with hei* child. Later, the 
therapist has an opportunity to intervene during the actual discussion to 
keep it on course, helping mother and son see wiiat is not w^orldng in the 
way they talk to each other. The therapist and parent, for example, may talk 
together and agree that the parent’s lecturing of her son is not working and 
is, in fact, pushing him away. A discussion may ensue about how^ she can 
talk to him in different w^a^^. When she lapses into her ‘iecture mode” 
j during the session, the therapist may ask the teenager, “Is she lecturing 
j right now? Is this the kind of thing you said is turning you off? What happens 
I when you hear her lecturing?” She asks both teenager and mother to talk 
i about how^ each wlthdraw^s following one of their “talks” and gives them 
j opportunities to have a different experience in the therapy room, as she 
I eontinues to help focus and shape the conversation. 

I 

I 

I This approach is extremely flexible, because, depending on a variety of factors — 
j receptivity, motivation, and capacity to articulate the problem, among oth- 
I ers — the therapist can turn to either mother or son to earr\' the woight of 
j the discussion. Likewise, wiien either mother or son show'S a quite natural 
I reluctance to persist in the discussion, through discomfort born of lack of 
I practice, fearfulness, lack of trust in the other person or the therapy 
j process, or a need to eontinue to attack or blame each other, the therapist 
j can meet alone with that individual to try’ to remove impediments to dialog. 

I The following is a sample from such a discussion: 

I 

I 

I 

I 

I 

! 
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T: R,, whac\^ going on in cliere? Pon and I agreed that it 

imponanc for you to tell your mom how ang)y you were %chen she 
cold you off in front of your friends. Doidc bail out on me here. I 
can help her hear you, but you need co do your part, too. 

R: I know I said that, hut she's not gonna listen to me. She never 
does. 

T: It sounds as if youre feeling really hopeless about what we can 
do together to make things change. Wiat do you chink will happen 
if we bnng this scuff up coday? 

R: Well, she'll say all the right things when we're here, and then we'll 
go home and eveiything zvill be the same. 

T: R., if that's so, I also wane us to say that to her — that you don't 
really trii.se her yet tofolkrw th rough. I wane co help you 'With this, 
R., but J can't do it wichoucyou. Can tee agree co back in there 
and at least ay? 



The following is a sample discussion of the same t\pe witli R.’s mother: 



T: Mrs. Williams, tchen we tcere in there, it seemed as if you stopped 
talking when R. didn't respond right away. 

M: Well, I just can't stand that attitude. It completely tunus me off 

T: Say a little more about the attitude. 

M: It seems like Fm doing all the woi'k, and all I get in retuni is Mr. 
Stoneface. 

T: So tchatyou mean by ‘tittitude" is that he doesn't appreciate 
what you're doing, and tvhen you sense that, it makes you really 
angiy. 

M: Yup, that's tchat Fm sayhig. With all we do for him, and then he 
just sits there. 

T: Then, undetneath the a7}ger, you would say you're feeling hwt. 

You feel really uncared about when he doesn't respond to you. 

M: You've got it. 

T: And when you don't feel cared about, it makes it hard for you to 
reach out in the way we've been talking about. So, let's talk a little 
77io?*e about lurw you xvithdraw rather than letting him know 
what's going on wndi you. 

M: Yeah, I know zvhat you're saymg. Vou're sa\m}g Fve got to hang in 
there, because when I don 't say anything, then we just go to our 
comers and nothing changes. I know I've got to keep on Pying. 

T: Right. Now you've got it. 

Facilitation of an in-session dialog betw'een an adolescent and his parents 
sets the stage for further dialogs outside sessions. In the following ex^iniple, 
the therapist uses the adolescent's willingness to share the diffieulty he has 
in sta\irig “on the good side” and resisting drugs; the therapist's supenisor 
also calls in to assist with the facilitation. This session includes the therapist 
(T), the adolescent Willie (W), his mother (M), and her partner Matthew'. 



T: This young man wants to make it, but he's always xmlking a fine 
line, light? 

M: Right. 
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j T: One pare of him zmnts the gooci hue there is another side, some- 

j thiJig else pulling at him, right? 

; W: Right, that other side zmnts something else. 

j T: But, what is it the other part xi^mts? Messing up? 

I W: Bad elmigs. 

i T: Bad thhigs? 

! W: Fm trying to move to the good side 'cause, you know, I close my 

I eyes and I thhik about what happens when the worid ends. Fm 

1 still in the bad side, but Fm eiying to go a. little to the good side, 

I so when I die I can go to heaven. You ktRyw, I donh want to he 

\ huniing in hell for the rest of my life. 

j T: IFs a tragedy happenuig in our society that kids scy, ‘\Mayhe Fll 

j die, so 'who cares?'' I ain very glad that you appreciate what life 

can bring you. But you re pulled on two sides, [to mother tmcl 
Ma ttliew-] [ think iFs important for all of us to understa nd more of 
%chat he's going through m his heart and m his rnind. Let me shO'W 
1 you today, [pulls a chair between therapist and Matthew] Bri^ryg 

! the chair. I will ask you to tighten your hands [Mom and Matthew- 

j join hands] and then put this chair on this side, your chair on 

I your side, your mother's side. [Willie moves his chair in between 

i the therapist and his mother] And then I wordd like you to pull 

j toward him, and f will represent the had side for a rnoryient, the 

I bad kids in the street. And we will see what happerus. Okay, go 

} when I srt)’ ‘‘three. '’ Let's see who wins. [Mom and Willie pull 

{ from one side, therapist from the other in the figurative tug of 

i war in which the forces of the hunily and forces of the street are 

I represented] Who won? 

I M: / did. 

W: / don 't kno'W. 

T: They did. [points to Mom and Matthew] 

W: How? 

"1^: They pulled harder'. 

W: Y'all wanna try again? 

Matthew: No. That was the idea, Willie, for us to win. The idea %vas 
for the good side to win. 

I T: Do you want to tiy again? He needs to experience that again. 

j M: [to Matthew] Why don't you sit on this side? [they switch seats] 

I T; Let's go. Okay, you ask him to help you more, and he's helping 

I A?ou. That's good. Okay, one, two, three. [Mom and Matthew win 

1 again. Willie comments that the tug of war was so strong that 

I his hand hurt in the process.] 

j W: Ouch, your nails! 

I Matthew: Whatever it takes. 

j M: [laughing] Wdiatever it takes. 

I T: Corigratulatioris. [therapist shakes hands with Willie's Mom and 

j Matthew] You are very^ strong. This shoxvs me one more time that 

I when families pull together veiy strongly, they have a lot of power. 

! M.: Right. 

j T: And Fm sure that, with your strerigth, you will be able to pull him 

j in the right direction. But %ve need to remember that there's this 

I other half holding strong. Right? So. Willie, yo ur mother and 

{ 

I 
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j Matthew will make sure to always pull you to the good side — 

! for a good reason . 

I (The supenisor calls and j^ives the therapist a suggestion.] 

I Supervisor: / think this is good. Just a small suggestion to finish this 

j off and gee eveiything out of it that you can. This family needs to 

j understand what tliis other side (the bad side) is. They understood it 

j physically through the exercise, but they could also imderstand it 

j more filly if \Wlie tells them about the pull of the bad side. In 

I whatever ways he's coinfortable doing it, he needs to tell them 

i about the ocher side, about the pull to do bad things. He could do 

I this for a couple of mmutes. And then, he could talk to them about 

I it more dwing the week. This could go a great distance toward 

! helping them prevent any slips or relapses. So, they have things on 

\ the light track, and you re saying to them that pa n of the medicine 

I to get things stixiightened out is this boy revealing to them and 

I shaiing with them what his stniggle is about. Youil have him 

j exi^lain whads behind the physical stniggle that you created. 

j Okay? Veiy good. 

I T: mike. 

j W: les, sir. 

j T: Before we leave, we still have something very important to do. 

I Can you say one word that represents the bad side, the side that 

\ pulls you? 

j W: l\ 7iat do you mean? 

i T: } b u know, the tough kids, the kids who don't care for life, tell me 

I one word that represent those guys. 

I W: The bad. side? 

T: Yeah, one zmrd. 

W: Weed. 

T: Weed? 

W: Right. Ids no good. I gonna cut down on that weed, man. Ids not 
doing nothing to me hut just hurting me, killing me little by little, 

’ killing my family little by little. 

T: [shakes Willie’s hand] Beautiful. I am glad to hear you talking this 
zcay. Hopefully, you zvill maintain that, (to Mom and Matthew] / 
%could like this dialog to continue — he will be able to talk more 
zeith you. Ask him more (questions about this other side, this side 
that he says he wants to leave behind. In your house, during the 
zceek, can this conversation continue? It zcill be about the other 
side, the bad side, from milie's jxnnt of view. I think you need to 
! understand his struggle, understand those forces. 

j M: Right, to understand zchat the pull is about. 

! T: Yeah, zchat the pull is, and in more depth. And I thirilz he will feel 

I veiy good inside if he can talk about it with you. So then he doesn't 

j need to feel all alone zvith that, but he zcill feel supjxirted by the two 

I of you. I know that you do support him, but he needs to know that 

in a more direct way. He will then be more lil<e a ISyeanold. Not 
j like a young child, but lilze a yoxmg man. So he needs to put that in 

j words, not to behave like a comedian or an actor. But by talking 

j with the two of you about these issues, I think time that will help a 

I lot. Tluits a. big part of this medicine. Okay? 
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M: Yes. Okay. 



j 


Key Concept: 




j 

i 
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A key therapist task during sessio 


ns is shaping and guiding the family 


1 

1 


members’ discussions to keep them productive, rather than negative 


1 

j 

j 


and blaming. 





i 



I Individual sessions are used for more than providing support to deal with 
j the stress invoked in joint sessions, however. There are prospeetive and 
j retrospective aspects to the individual meetings. Individual sessions with 
j the parents and adoleseent are important opportunities and arenas of work, 
j in and of themselves (i.e., the holon-whole-part principle). They also seiwe 
linking functions relative to whole-family sessions. For in-session diseussions 
between them to be useful, parents mid adolescents must first be able to 
I communicate without excessive blame, defensiveness, or recrinnnation. 

1 Inten-cntions with parents and adoleseents aim to rediiee negativity — a 
I basic objective in all family therapy (I^obbins et al., 1996) — and to position 
j each person for more eonstructive discussion and Jiegotiation. The renego- 
{ tiation of the parcnt-adoleseent relationship during this stage of the family 
I life cycle is delicate; it is accomplished in subtle ways; and it is important 
I to developmental outcomes (Fuligni & Eecles, 1993; Pardeck & Pardeck, 
j 1990; PeiTari & Olivette, 1993). The therapist sponsoi's these con v^i^i'sat ions, 
I shaping and guiding the discussion to keep it productively focused (G.S. 

I Diamond & kiddie, 1996). 

I 

I When parents and their adolescent come together in these ways, a teenager's 
I competence in expressing needs and addressing responsibilities is elicited 
I and enhaneed. This process and these behaviors encourage and motivate 
the parents and provide an antidote to parental withdrawal and abdication. 

These new interactional patterns are seen in the context of other kinds 

(e.g., first Stage) of changes (emotional accessibility or empathy toward 

other family members, new^ concrete options [new school, vocational training, 

job I outside the family). Their interactional patterns reveal the quality of 

their family relationships. Finding a successful way to focus on and alter 

j these interactions positively is fundamental to influencing a reduction in 

j adolcvscents' s\miptoms and a gain in their prosoeial behavior. 

1 

I 

I An example of such an interactional pattern follows. The therapist has 
j prepared the adolescent in a previous individual session and facilitates a 
I difficult dialog about the sadness and embarrassment both mother and 
I daughter feel. This session includes the therapist (T), the adolescent (F), 
j and her mother (M). 

I T: / know it liuns. hut could you tiy to hold back the tears? 

I Franciscaj tty to answer your mom when shefitiishes telling you 

I hozc she felt. I want you to tell her hozv you feel and what that 

{ was like for you. 

{ F: / don’t utiderstand. 

I 

I 

1 

1 
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T: Okay, she's gonna talk to you about how it felt for her, what you 
did, and then I want you to be able to answer what she is saying 
and how it was for you. 

M: How do you think I felt %vhen they threw us out of the house, the 
green and yellow one? Do you remember? Why did they throw me 
out? Because you guys were destroying the apartment there. 

There were gangs, and they were stealing. 1 felt ashamed, like the 
worst of the people that lived in those apartments, knowing that 
we were once one of the best families living in those apartments. 
You are dragging the whole family down; %ve moved into this 
house and it %vas the same thing. You brought your fiiends in, you 
and your sister. You stole ^from the owner of the house. It was only 
after you and your sister went to detention that I was able to 
repair the house; it was full of holes. You have stolen fi'om me, 
and your friends have insulted me here in my own house. After 
your drinking and smoking in my own house, I felt like the lowest 
person in the world, like I was not worth anything. I have no 
reason to feel like that because I have been in this country 19 
years and I have raised five kids. They are not perfect, but they 
have been good kids, and you kno%v that they respected me and 
they know ho%v to value me as a mother. I give you g^ys everything. 

I dress in clothes that others give me so that I can give you guys 
the best, and I want you to understand how I feel. There is no 
reason why I should be going through this. I feel ashamed, 
Francisca. }bu and your sister are not the same as you were 
befor'e this all started. This is not who you are. You are not the 
Francisca that I raised or the Francisca that I gave birth to. 

T: So, Francisca, you had something to say about your friends and 
how that is. But first talk to your rnom about what she just said. 
She told you a lot. She told you a lot about her embarrassment, 
her humiliation. 



T: She is telling you is that she has tried to have a good life here, and 
that what has happened with you and your sister has caused 
shame. What do you think about that? 

M: You don't feel bad about rne having to go through all this. You 
have nothing to say? 

T: Mrs. Torres, could you ask her just what it was like for her? 

You've tokl her what it was like for you. 

M: How do you feel about everything that has happened? The months 
that you were locked up in an environment that you don't belong 
in, separated from your family, your mother. Are you embarrassed 
to speak? 

T : Francisca, we made a deal, remember? This is the time we have 
available. This is about helping you grow up. And it's about helping 
you talk to your mom and tell her how you feel and what it was 
like for you. That's part of having a nexv kind of r^elationship with 
her: Francisca, this will allow you to have some things your way, 
not everything your way, but have her understarul what you are 
going through. So, this is, I think, a big thing. She's sincerely asking 
you to tell her how was it for you. How was that time, how is it 



F: Yes. 
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now away from your twin on your birthday? How is that? Will 
you talk to us about that some? 

F: (shakes her head no] 

T: Why is that? Well, if you can't talk about it, then will you leave us 
for a little while? You can go in your room for a while. Here is 
what I want you to do. Go in there and get ready, prepare yourself 
to come back in and tell your mother how all this has been for 
you. Can you do that? 

F: [nods her head yes] 

T: How long do you think you need, about how many minutes? Five 
minutes, is that enough? 

F: [nods her head yes] 

T: So I'll knock on your door in 5 minutes, and you'll be prepaiing 
what you need to say to explain how this has been for you. 

F: Okay, I'm going to the back. 

[Francisca returns] 

T: Do you understand that this is very seiious? This is your chance 
to talk about how you feel. )bu undei'stand, okay, it's not a joke or 
anything. 

F: I'm not laughing. 

T: / know, I know you're not. I'm ti'ying to say, this isn't just for 
your mom, this is for you, too. So tell her what it was like for you 
going to DJJ [juvenile detention]. 

M: Look at me. 

F: / don't know what to say. 

M: Say it in English, and the therapist will tell me. Go ahead, look at 
me and pretend that nobody is here, only you and me. 

F: The words don't come out. 

M: And how do you talk to me when we are together in the room, 
how do you tell me if you want a pair of pants or to watch the 
TV? Pretend that the therapist is not here, then go ahead. 

T: So what was DJJ like, Francisca? 

F: A ternble place, because people tell you what to do. Of course, 
your mom tells you what to do, but these are people you don't 
know. You can't eat when you want to eat, the food is nasty, you 
can't take a shower when you want to. 

T: What were the guards like? 

F: The guards, most of them were nice; the rest were mean. 

T: What were the other children like there? 

F: They're straight, because some of them are nice, because they talk 
to you. 

T: And you lived in a cell, and wheie did you sleep? 

F: When I first got there it was on the floor on a mattress, and then 
after I was sleeping on that thing. 

M: In the block? 

T: Tkll her how many people were in the room where you slept. 

F: There's two. 

T: Tell her in Spanish. 

F: There were two people sleeping in each cell, but there are a lot of 
people in the unit. 

T: Aiul what time did you get up? WJiat tune did they wake you up in 
the moiming? 
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F: 5 a.m. 

T: Tell her in Spanish. 

F: At 5 a.m.j she knows, 1 already told her on the phone. 

T: Tell her again, now. 

F: 5 a.m. 

T: And then what did you do? Tell her what you did all day. 

F: At 5 a.m., you have to get up, brush your teeth, make your bed, 
get dressed, and stay there for about an hour. Like about 6 or 7 
a.m., you go to the cafeteria to have breakfast; then, you walk 
back to the cell. They put you in the cell, and then you sleep. If 
there is school at 8 or 9 a.m. you go, and then at noon we go eat. 
Then we go back to the cell. 

M: What about at night? 

F: It depends. If the girls are behaving, we get to go outside after we 
shower. We watch T\{ we eat dinner, and then we go back to the 
cell. If we misbehave, we have to stay in the cell the whole time. 

T: What was it like when you had to go to court? What was it like 
when they bi'ought you up to coun? 

F: You know how many times Tve gone to comt? 

T: Well, when they brought you from DJJ, what was that like? 

F: But that's the thing, I went a bunch of times. 

T: Okay, so what did it feel like? Did they put you in the leg shackles 
to bnng you up? Were you cuffed? 

F: When I was coming to comt, yeah. 

T: You were cuffed. WTiat was that like? T^llyour mom what it felt 
like to be in those shackles. 

F: Well... 

M: How did you feel? 

T: Was it good, was it a good thing? T^ll her what it was like. 

F: Mo, I felt very bad because they treated me like I was a criminal, 
like I was a dog. 

T: So, do you think you felt really bad, Francisca? I would have, I 
mean that must have been honible, right? Right, so can you, I 
mean, do you relate a little bit maybe to how your mom felt with it 
all going on and the eviction and everything, getting up out of the 
house and everything? Does that make you think a little about 
how she might have felt? She wasn't in shackles, but in a way she 
was. Do you understand? 

F: Yeah, I do. 

T: When she was sad, how do you think what she felt is like what 
you felt? 

F: 'Cause she was sad. 

T: l^ll her. 

F: It was the same. WTien I was sad, you were sad. You would cry 
and I would cry, too. 

T: That's light. T^ll me a little bit about this. It's a big thing coming 
up for you with Julia in detention so long, but at least she got 
moved. Tell your mom, tell your mom we talked about that some, 
about how it is for you with Julia gone. Talk about that a little bit 
more. How does it feel to have her away? 

F: It feels bad. 

T: Tkll her in Spanish. Tell your mom; turn to her. 
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F: It feels very bad. Tm going to stan crying. 

T: That's okay. Canyon comfon her, Mrs. Toires? You have all been 
through a lot arul what you have is each other. She needs her 
mother very much, and you need your daughter very much. 

M: It's okay, Fi'andsca, please stop crying. 

T: Mrs. Torres, maybe she needs to ciy, to cry a lot. I think 

Prancisca has a lot of tears and pain bidlt up in her fi'om all she 
has been through. She needs you so much to hold her and wipe 
away her tears, because she is still a child. 

In this interaction sequence orchestrated by the therapist, we see the therapist 
helping the mother tell a story about herself and her parenting — a story 
about her hopes, humiliations, and past events — then helping the daughter 
express herself and the hurt and humiliation she, too, has experienced. This 
segment of the transcript illustrates enactment, the beginning of a mother 
and daughter reconnecting emotionally following extensive individual work 
with both. The Family Interaction Module focuses on a “new conversation.” 
These are interactions, facilitated and shaped by the therapist, in which 
members of a family begin to hear and experience each other in new ways. 
These are examples of one way to work one of the pathways of change, as 
well as the small steps that make for new emotional connections and family 
relationships. 

Extrafamilial Module 



Goals 

• Create openings for new kinds of sldllful transactions with releviint 
extrafamilial persons and institutions 

• Eliminate barriers to treatment 

• Coordinate social systems with an influence on the adolescent’s 
circumstances. 

Rationales 

• Adolescents and families exist in multiple ecologies, and 
interactions with people and social institutions outside the 
family can be either helpful or unhelpful to development and 
problem soKdng. 

• Changing important developmental domains such as the 
adolescent’s life skills and family transactional patterns may be 
necessary, but not sufficient, to change the contextually embedded 
and influenced lifestyle symptoms of drug abuse and delinquency. 

• Case management and therapy are integrated in the MDFT 
treatment program. Case management is therapeutic, 
and “therapy” addresses practical, everyday concerns and life 
problems. 
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Procedures 

• Assess multisystemically. 

• Search for concrete, prosocial, development-enhancing alternatives. 

• Identify advocates for the adolescent and/or parent. 

• Emphasize neighborhood or community influences. 

• Emphasize connections with school or work settings. 

• Emphasize mobilization of support systems for parents. 

• Work intensively and with a practical outcome focus. 

• Connect extrafamilial work to intrafamilial and intrapersonal 
work. 

• Use extrafamilial work as leverage for familial or intrapersonal 
work. 

• Schedule school, work and, if applicable, juvenile justice 
meetings during the first phase. 



This family-based intervention does not assume that changing family 
interaction patterns alone is sufficient to influence the symptoms of 
problem behavior of youth. (This was an assumption of classic family 
therapy.) The MDFT approach works with individuals in ways that individual 
therapists find familiar. In addition, however, this individual work prepares 
the individual family members for interactions with one another in future 
sessions. Working with family members together or alone is not sufficient to 
influence all problem behaviors. Development is influenced for better or 
worse by many extrafamilial and social forces, and these aspects of the 
child’s ecology are also assessed and targeted as necessary for intervention. 

Key Concept: 

Extrafamilial system members are cultivated as friends of the family. 

Each party is motivated and assisted to work in the best interest of the 

adolescent. 



The MDFT therapist works to develop the frequently hidden natural 
resources in the family and in the multiple systems in the adolescent’s life. 
This broadened focus requires that MDFT be conceptualized as a community- 
based modality. Some of the systems with which teenagers and families are 
involved overlap and affect one another. The school, the juvenile justice 
system, and the teenager’s peer group are primary focuses of assessment 
and inter\^ention. The therapist helps the family contact school officials, 
including teachers, school counselors, and administrators. It is important 
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to maintain respect for the roles and functions of each of these systems 
with regard to the teen. People who are extrafamilial sources of influence, 
all of whom care about and are working in the best interest of the adoles- 
cent, should be cultivated as friends of the family. Using an element of 
coercion in a treatment program is not a negative thing, if the coercion is 
coordinated with therapeutic dimensions. Although the MDFT model has 
never operated within a formal juvenile drug court context, the treatment 
program is set up relative to the family or juvenile (delinquency) court in a 
way that has juvenile drug court features. For example, probation officers 
are called in regularly to bolster treatment by providing information and 
having input in the teenager’s formulations about his or her life. 

Interventions in Relation to the Peer Network: The Ecomap Method 

The Ecomap (a visual representation of a social world and its influences) 
method involves the therapist’s guiding the teen and the family in drawing 
a map of the adolescent’s social network. Multiple maps may be drawn — 
one of the neighborhood, one of the school and the teen’s peer network 
there, and one of the family and its extended family and/or sv^tem of support. 
The objective is to make the forces of social influence concrete in the 
adolescent’s and family’s lives. A multiple systems therapy must understand 
the multiple sources of influence. An Ecomap offers the same idea in the 
sense that it is the contextual lay of the land that the therapist seeks to 
understand. 

The following vignette illustrates use of the Ecomap in a session to get 
information about core topics in an adolescent’s world. It is a prompting 
device to help the teen talk about some of the salient features of his or her 
social world. This segment illustrates the teen’s quest to develop a new 
perspective on, and an ability to have new kinds of conversations about, his 
or her world. This method facilitated the teen’s communication of his 
interests and goals to his parents in a way that was new for him and new for 
his parents as well. 

Present are the therapist (T); the adolescent, Mark; his mother (M); and 
father (F). In this segment, the Ecomap enables Mark to introduce his peer 
world to his parents. And, in an event not uncommon during sessions that 
are held in the home, two of the teen’s friends come to the house to visit 
during the session. The spontaneous therapeutic use of this unplanned 
event in therapy is illustrated in the second portion of the session. 

[Mark and his father are sitting on a sofa in the family’s living 
room.] 

T: We’ve talked about this before and I would like to try something 
tonight. Mark, I would like you to get a pencil and paper and 
draiv for your dad what you call ''the neighborhood. ” Remember 
we talked about this before? 

Mark: [nods yes, gets the paper and pencil, and begins to draw] 

T: You have to tell her [Mark’s mother] how you feel. That’s how she 
gets to know what’s going on with you. Right now, you’re not talking 
to anybody. Where does that leave you? That leaves you climbing 
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out the bathroom window, going on a tnp to run away to who 
knows where. You know, your dad's light; at some point, youi'e 
gonna nm out of places to go. If you could start to tell people in 
your family how you feel, they could start to do something to 
accommodate you. That means they can do something to help you 
get whcu you want. I think that when you do stuff that gets you in 
trouble, it's about you trying to get what you want. Am I light? 

Mark: [nods] 

T: Do you have trouble getting what you want? 

Mark: [nods] 

T: Uh-huh. But what happens? Do you think your parents know %vhctt 
you want? [she motions for the note pad he has been drawing the 
Econiap on and takes it] Do they know what you want? 

Mark: / told them I don't want anything. 

T: Mm hmmm, but what — you want something. . . 

Mark: No, I don't. 

T: / think you do. You want to see your girlfriend. You want to go out 
in the neighborhood that you're drawing very carefully. You do 
want to be able to go out to some of these places, light? 

Mark: [nods] 

T: Okay, so that's wanting something. You want to see your girl- 
friend? That's wanting something. You want to go fishing some- 
time with your dad, is that light? 

Mark: [nods] 

T: Okay, those are all things that you want to do. When people say 
that you want something, it's not just things. 

M: Mateiial things. 

T: It's not just mateiial things; those are probably the least important 
of anything in life. It's these other things — relationships, people, 
family. Our job here, and I think I'm failing in this so far, is to help 
you figure out how to tell people what you want, to tell them 
what's going on inside of you. 

[pause] 

T: Let's try it this way. [she hands Mark the note pad with the 
Ecomap he was drawing] How close are you to being done with 
the map? Sho%v me %vhere your house is. 

Mark: [points to the paper] 

T: Okay, is the neighborhood gonna fit on this page? 

Mark: Yeah, it staited to. 

T: Okay, explain the map to your mom and dad. Okay, is it ready 
now? 

Mark: [nods] 

T: Where do you want to be able to go in this neighborhood? 

Mark: [pointing at the Ecomap] Okay, I want to go to Juan's house, 
Billy's house, and Manny's house. Those are the only three houses 
I want to go to in this neighborhood, [talking to his mother and 
pointing at the map] You already know where Billy is, you know 
where Manny is, light? He's the one with the bike. 

M: That's their house on the comer? 

F: Can I ask you a question? 

Mark: What? 
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F: What were you doing all the way on East 167th? 

Mark: / was catching a bus to go to my girlfriend's house. 

T: Okay, so you were leaving the neighborhood at that point. Okay, 
they know these people? 

M: [pointing at the map] Well, I knozv this one. Tm not sure who 
this one is. 

Mark: You remember, the one with the bike. 

M: The skinny one? 

Mark: Yes, with the bike. 

T: Okay, and who is this one? 

M: Mikey. That's the 18-y ear-old. 

T: Okay. So this is one place where they don't want you to go. Is 
that light? 

M: [nodding] 

Mark: WTiy? 

M: You know we told you that you shouldn't be at Mikey 's house. 

T: WTiy is that? 

M: Because he's 18. 

Mark: There's no lazv saying 1 can't go out %mth 18-year-olds! 

M: Yes, there is. 

T: Wait a minute; you're saying there's no lazv, light? 

Mark: Mmhminm. 

T: Okay, but the law that you live by is your mom and dad's law. 
They create your law. You don't just live by police law; you live by 
their law. That's what this is about. 

F: Take this Mikey. I've talked to him, Mikey, about my son [pointing 
at Mark], about getting him off dings, off pot, and all that. Mikey 
is 18. [to Mark] Did he talk to you? 

Mark: Yeah, he did. 

T: What did he say? Tkll us what he said to you, Mark. What did he 
tell you? 

Mark: He said, ^^You're not going anywhere, you're not mnning 
away, you're staying home." He doesn't want me miming away. 

T: Why? 

Mark: / don't know. 

T: Because he thinks it would be bad for you or what? 

Mark: Yeah. 

T: Yeah. Did he say that? 

Mark: No. 

T: No, but you know, you think that's it? So, is this a place [pointing 
to map] where, in the past, you got maiijuana? 

Mark: I'd get it from another place. 

T: Okay, but is that one of them? 

Mark: He has it. 

T: Okay. 

M: Okay, Mark, admit it. 

Mark: He has it! He didn't give it to me! 

T: Mark, you're speaking for yourself now. It might not be the best 
tone of voice you're using with your mother. You've got to let them 
know how you feel; you're doing it light nozv, okay? You're doing 
it. So, correct me if I'm wrong but what you're trying to tell them 
is that all of these places are places where they have maiijuana 
and you could use. Is that what you're saying? 
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Mark: [nods] 

T: Okay. How can we protect you from that? How can %ve help 
protect you? 

Mark: I can protect myself . 

T: How? 

Mark: They know! They know I can^t smoke! 

T: Okay. 

Mark: They kno%v! 

F: / told them thatj too: 'Tf he smokes and I know he got it from you, 
you're gonna be in trouble." 

T: Okay, let's go back to the neighborhood, [motioning for the map] 
You want to be able to go to some of these places on your own. Is 
that connect? 

Mark: [nods] 

T: So, I think that there needs to be discussion in terms of how you 
can stay safe, how you can stay off drugs. When would you come 
home, what time would you be willing to come home? This is your 
chance. It doesn't mean you'll get everything, but we want to hear 
what you want. You understand? So tell us about it. Tell me, what 
time would you want to have to come home? 

Mark: Well, the curfe^v's 6 — can't change that. 

T: Okay. Okay, so could you be home at 6? 

Mark: Well, yeah, I came home at 6 today. I came home at 6 
yesterday but I left again 'cause I was irutd. 

T: So, what will you do in the future %vhenyou get mad? Instead of 
violating curfew, what could you do instead? 

Mark: / dunno. 

T: Canyon think of anything, another way to handle your anger, 
than getting yourself in worse trouble? 

Mark: [shakes his head] 

T: It's something we need to think about and maybe %o)ork on? 

Mark: [nods] 

T: So, still, is there anything you want to say about these places? Do 
you think any of them are safe places for you? Do you think all of 
them are safe? 

In the second half of the in-home family session, the adolescent’s peers are 
included as part of his ecosystem and made aware of the seriousness of the 
adolescent’s situation. The next session begins with the therapist, Mark, 
and his parents (M and F) who are joined by two of Mark’s friends. The 
session ends with the friends agreeing to provide support to help Mark. 

F: He's the kind of kid that, if you say, ‘^No, " he's gonna do it. 

T: Mm hmmm, so what I'm saying is, maybe the thing is that you all 
will have contact [pointing to Ecomap] with Billy and Manny, 
and Juan and Mike have constant contact with them about what 
they're doing and what he's doing and what their influence is. 

F: / even told one lad's father about my son's problem: the drags, the 
marijuana, what he's come here for; I told him, and in not a good 
way. I was pissed off. 

[Peers come to the door of Mark’s house] 
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M: [addressing Mark’s friends, Billy and Manny] He's here but we're 
busy light now. 

T: Waity do they understand what's goii^g on zvith Mark? 

M: Yeahy they know. 

T: Okay, because I was wonderii'ig if this would be a good time to 
explain how serious this situation is. 

M: [to friends] / don't want to put you on the spot but come in here, 
because Mark really needs your help. You guys are liLs best 
friends. 

T : Hi, how are you? 

Friends: Good. 

M: Please have a seat. 

T: [to M.] Do you want to maybe take this opportunity to talk to 
them a little bit about what's happening? 

M: Mark has a 6 p.m. curfezv. Did you know that? Did he tell you 
about that? 

[Friends nod.] 

M: Okay, he drezv this map. This is your house, Manny, this is yours, 
Billy, this is ours light here, this is Mikey's, and this is Juan's. 
Basically, zve wanted to know where he goes around the neighbor- 
hood. Okay, you guys are his best friends, and he likes to hang 
around with you guys. Now, Mark has a problem with smoking 
pot. I know you guys smoke pot, too. That's your business. My 
business is here. Mark cannot smoke pot; he has a curfew. He's 
gotta be home and his uHne has to shozv no di^tgs. That's what 
we're waiting for him to do now. He's got a legal problem, a court 
problem. If Mark does not follow these miles, he's gonna go in for 
3 years for that car that somebody else stole. But he is charged 
with it; it 's a felony. He had a battery charge in school involving a 
teacher. You see what I'm saying? His anger is getting bigger, his 
situation is getting worse. So, Mark needs help. When he comes to 
you guys' houses, he cannot be smoking. If you guys have it, don't 
show it to him, keep it away from him, okay? Remind him, say, 
“Remember, be clean." Because you guys don't have any legal 
problems. Whatever you do is your business. And I'm not going to 
go min and tell your parents. But I need your help because we 
cannot do it alone. Mark needs help because it's hard to stop 
smoking. 

T: If you are really his ^friends, tell him that you will help him. Help 
him not to get in any further trouble. 

M: And this is no joke. I'm glad you guys came by. I know you feel 
weird sitting here. You feel like, “Oh God, what are they gonna say 
or do? Are we gonna get in trouble for this?" No, I am glad you 
came by. Because that way we're able to tell you. This way zvhen 
I see you around and say, “Hey listen, where's Mark?" or whatever, 
you'll understand whei^e I'm coming from. You see what I'm saying? 
[The friends answer yes.] And like I said, if you guys zvannago 
someplace. I'll be the taxi. I'll bend over backwards for Mark and 
for you guys, but he needs help. 

T: }'es, he's in trouble, [to mother] Do you think it would be all light 
for them to go in his room now and talk zvith him? Is that all light? 
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M: [motions for the friends to go; after a few minutes, all the teens 
return to the session] 

T: I was talking about the 18-year-old [Mikey] . Didn't they say they 
don't zvant you hanging around him? Why? 

Mark: Because he's a bad kid. 

T: Okay. So that's what they said. That's what your fneiids are saying. 

Mark: / know he used to be, but he's a lot better than he used to be. 

T: Yeah, but they still ask you not to hang out zvith him. 

Mark: Yeah. 

F: I'm askii'ig you not to go there. We gotta do something about it, 
okay? 

Mark: They know him, right? But you don't hang around him, do 
you? [friends nod] 

T: When you were in your room, your mom did a really good job, I 
thought, of explaining to these guys about the legal stuff 
Obviously, these guys like you, so we asked them to help you stay 
straight, get this together so that you don't go away. And they said 
yes. How are you guys gonna help him? 'Cause you are his main 
guys, you are on his map [pointing to the Ecomap] . Billy and 
Manny, how can you help him? What can you do? 

Friends: Hang around with him more? And not hang around with 
Mikey. 

F: You g^ys know that he cannot touch manjuana. If you guys light 
up and he's in the group, the secondhand smoke zvould go to his 
bloodstream and show in his test. 

To accomplish intervention in these various systems, the therapist must be 
active, persistent, and upbeat about the possibilities for change. In some 
cases, the therapist can work preventively, being sure that all concerned 
extrafamilial influences are working in a manner consistent with the 
therapeutic goals. Decisions about how best to work with extrafamilial 
persons are made by the therapist, and the family is critical in revealing 
and making suggestions about who needs to be included in this therapeutic 
interv^ention ring. 



Key Concept: 

MDFT accesses, enlists, and organizes prosocial community activities 
and options for teens, thereby supporting the development of interactive 
bridges among and within extrafamilial systems. 



MDFT explores how multiple systems can be used by the family or individual 
when developmental, relational, or structural challenges emerge. 

Essentially, MDFT catalyzes positive relational and systemic resources that 
were previously unavailable and/or unrecognizable to the individual or 
family. Therapists must establish and maintain therapeutic alliances with 
the adolescent, the family, and multiple nonfamilial subsystems. The 
emotions within and betw^een these multiple systems stemming from 
environmental stressors, past or current conflicts, and developmental shifts 
associated with the transition that is adolescence require the therapists to 
operate flexibly. Therapists employ assertive engagement strategies while 
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an agenda is established that supports development of an interactive bridge 
between and within systems. MDFT therapists meet indhddually and jointly 
with systems that support the clinical agenda. The community-based focus 
of the model supports meeting with these systems in their environment 
(unless it is clinically contraindicated). Clinical services are framed in 
sessions with nonfamily systems to promote bringing them on board. AIDFT 
goals are presented in terms that highlight how these services can be 
conducive to their organizational objectives. 

Interventions To Improve School Behavior and Academic and Vocational 
Functioning 

A primary focus in the extrafamilial module of MDFT is on the adolescent’s 
functioning in school and/or job-related activities, including vocational 
training. Teens recemng treatment for drug abuse and associated behavioral 
problems frequently have few academic successes and tend to have low 
commitment to school (Chatlos, 1997; Hawkins, Catalano & Miller, 1992). 
They may have already dropped out or might be on the brink of dropping 
out of school by the time they reach treatment. A parent’s endorsement 
of the importance of academic success is a strong predictor of positive 
outcome in MDFT (Dakof et al., 2001). Improving the teen’s school 
performance and behavior and increasing his or her participation in 
vocational or job training involve therapist inter\^entions with the youth, the 
parents, and the extrafamilial systems to support these efforts (Rowe et al., 
in press). Reconnection to school and success in academic pursuits are 
among the most important areas of work in MDFT because they are critical 
components in the process of creating a prosocial, productive trajectory 
for the teen. Work in this realm is one of the most direct ways to bolster 
protective factors for teens. Success in school or jobs, or both, gives teens a 
sense of accomplishment, a powerful experience of competence (and 
frequently of reversing a spiral of failure), and a tangible developmentally 
adaptive product or outcome (either a GED or high school diploma) that 
set them on a positive life path and provide new relationships with healthy 
peers and positive adults. Therapists work closely with school personnel to 
institute changes in the youth’s school functioning, including integration of 
special programs, tutoring, and vocational training. 

These changes necessarily involve cooperation from school officials, a 
challenge because school personnel frequently become disheartened with, 
and unmotivated to help, problem students. School officials may have 
already tried to support and change aspects of the school environment to 
accommodate a problem student. WTien a therapist enters with a request 
to do more, he or she may be perceived as demanding or unreasonable. A 
therapist’s clinical skills are not reserved solely for interactions with the 
family and teen. They are also instrumental in working with extrafamilial 
sources of influence, including school and juvenile justice personnel. 
Therapists are taught to think of their actions with these influential others 
as no less important than, and as requiring the same kind of clinical 
expertise as, their actions with the teen and parents. 
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To achieve gains such as reconnecting the youth to school, improving the 
teen’s behavior in school, and impro\ing his or her academic performance, 
several interconnected interventions are linked to and integrated into the 
overall treatment plan to address school problems. These interventions 
reflect the MDFT philosophy and treatment modus operand! multiple sj^tem 
assessment, strategic thinking, and a formulation of multiple target beha\dors, 
each of which may require several steps, different methods, and contact 
with different people involved in the problem. Research in this realm is 
guided by at least two working assumptions. 

First, there is the fundamental belief in the importance of and commitment 
to working in the developmen tally important realms of school performance 
and vocational preparation. These focuses are considered instrumental 
aspects of adolescent substance abuse treatment, given the interconnectedness 
of dysfunction as well as the need to help teens succeed not only in 
transforming a drug-abusing lifestyle but also in creating a pathway away 
from negative influences. School achievement and job competence have 
direct implications for helping a teen reduce or stop his or her drug use. 
These activities are part of the new social and relationship fabric that is 
woven into therapy. This new context creates new social structures, capabilities, 
and relationships that are incompatible with drug use. School achievement 
and job competence are examples of outcomes that protect against relapse 
and affiliation with antisocial and deviant peers. 

Second, the therapist must realize and accept that this work will be difficult, 
may not be met with enthusiasm by most school officials, and will make the 
treatment of the teen much more complicated than is the case with more 
simple, intrapersonally focused family- or teen peer-focused models. School 
officials frequently are demoralized by, or sometimes are actively hostile to 
or reject, a clinician’s efforts to advocate for the problem teen, to ask 
questions about him or her, and to request accountability from the school 
to help the student succeed. MDFT therapists are knowledgeable systems 
interveners. They are able to negotiate within and among the boundaries 
of multiple systems including juvenile justice, school, and family and peer 
cultures. The clinician’s work in the school arena is an attempt to facilitate 
change in a system of developmental influence that too frequently fails 
those teens who need the most help. A therapist’s advocacy position, 
assumption of leadership, creation of motivation and urgency, facilitation 
of good communication and problem solving, and emphasis on positive 
week-by-week outcomes, in the context of demoralization and pre\ious 
failure (of the school vis-a-\ds the teen and the teen in the school context), 
can create stress. The therapist realizes that he or she is not setting out 
to change the school policies per se but is simply working to achieve new 
outcomes relative to the particular case. Several elements are emphasized 
with the school officials: 

1. Reasonable and possible practical outcomes for the teen 

2. The belief in and support for the influential nature of the school context 
in achieving prosocial outcomes with each teen 

3. The notion that the therapist takes the teen’s school performance seriously, 
understands inter\^entions in this realm to be a key part of drug treatment, 
and intends to actively promote outcomes for the teen in school. 
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These emphases help soften and make more tolerable the perceived and 
actual demands made by the therapist’s assertive stance to improve a teen’s 
school outcomes. If school officials think of the therapist as an advocate for 
some other cause, such as changes in school policies relative to all problem 
students rather than a motivation that stresses demands being made on 
behalf of the therapist’s client, they are likely to dismiss the therapist’s 
efforts and not to cooperate. 

The balance that the therapist is trying to achieve is not unlike those in 
other areas of MDFT inter\^ention and change. Support is always mixed with 
challenge and requests for change in one or more arenas. Change in one 
realm is used to prompt and bolster change in others. The following section 
gives the concrete steps taken by the therapist who would like to improve 
the teen’s school or job functioning in the most direct, expeditious, and 
effective way possible by intervening on the family’s behalf relative to the 
school. 

First, a staff meeting with all relevant school personnel is arranged as soon 
as the adolescent begins treatment to determine whether the teen is in the 
most appropriate educational placement. The therapist gathers information 
about the teen’s school history and current performance from all relevant 
sources. Such information includes grade reports, feedback from teachers, 
and the adolescent’s own impressions and may include the exceptional 
student education (ESE) program, psychoeducational testing, and the 
individualized education plan (lEP). All available school resources (e.g., 
dropout prevention programs, vocational rehabilitation, alternative school 
programs) are assessed and, if necessary, used to provide informed feedback 
to the school and family regarding the most appropriate course of action 
(e.g., transfer to a new classroom or alternative school) for the adolescent. 
Although the school retains official responsibility for acting on recommen- 
dations, the therapist’s close tracking of these matters is often helpful in 
achie\1ng the best fit for the adolescent. Sometimes, the therapist provides 
links with services that the school is not able or willing to offer. One example 
is using teachers in training at a local university for free individual tutoring 
services. Other agencies may assist in pro\1ding resources for academic 
remediation. For example, the family service planning team at the county 
community mental health center often has discretionary funds available for 
such services. 

Relationships with teachers, counselors, and administrators are developed 
and fostered throughout treatment. Therapists actively encourage and 
coach parents on how to connect or reconnect with the school. For some 
parents, this contact is the first time they have interacted with school 
authorities. The case example of E. illustrates some difficulties the therapist 
may encounter and the proactive stance that is necessary to facilitate positive, 
adolescent-focused activation of the extrafamilial school environment. 
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Case Example: E 

E. is a learning disabled (LD) student in middle school, who at age 
14 was 2 years behind in grade level and reading at the third-grade 
level. When he entered the MDFT program, he had recently been 
transferred from juvenile detention into a mainstream high school 
classroom serving emotionally handicapped students with high reading 
levels. His educational records, however, had not been transferred 
from the middle school. He “hated school” and was failing, but he 
attended despite his deep frustrations. E. understood that something 
was wrong with his academic placement and knew that, although he 
was failing his classes, the school was also failing him. Because of 
this understanding and the strong relationship he had with his 
therapist, E. accepted her advocacy with regard to school. The therapist 
began by requesting a meeting with school personnel. Her goal was 
to set up a school staff meeting; communicate to the school staff 
that E. was, in fact, functionally illiterate; and obtain records from 
all his past schools to corroborate his difficulties and get information 
on what avenues had been pursued to facilitate school adaptation. 
Present at the meeting were the head of the ESE program for the 
school, one of his teachers, and the behavior modification specialist. 
Unfortunately, the school meeting went poorly. The school personnel 
did not have E.’s records, offered only negative feedback about his 
beha\4or in class and lack of responsibility for his assignments, had 
minimal information about his reading and writing levels, and 
pessimistically rejected the therapist’s requests for changes in 
his educational plan. 

Because the school had clearly not met E.’s educational needs and 
did not appear willing to do so, the therapist contacted the executive 
director of the ESE program for the district, who recommended that 
she contact the regional director for the emotionally handicapped 
and learning disabled program. In response to the therapist’s systemic 
activation attempt, the regional director convened a multidisciplinary 
team (M-Team) meeting, including all school, county, and regional 
personnel mentioned, as well as the therapist, to assess E.’s needs. 
The regional director ordered a psychological assessment, a complete 
vocational interest inventory, a reading tutor, and a private reading 
program to meet E.’s educational needs. His lEP was reviewed as 
part of the MTeam meeting, and the therapist pointed out that all 
the goals in this document pertained to the student’s behavior. None 
of the goals addressed how the school would meet his academic 
needs, as required by the Americans with Disabilities Act. Sev^eral 
changes were made to the lEP, and the outcome of the meeting was 
the decision to enroll E. in a half-day remedial program at the high 
school, with a half-day of vocational training to prepare him for work 
after graduation. 

These major steps in changing E.’s educational plan would not have 
been accomplished without the therapist’s strong and effective advocacy. 
Fundamental to that inter\^ention, however, was the therapist’s 
knowledge of how the school system works and her experience in 
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advocating for teens. Therapists’ knowledge base of school system 
procedures and policies (which parallel the procedures and policies 
in juvenile justice work) is defined as clinical skill in the same way 
that their work with the teen or parent constitutes therapeutic 
expertise. These skills are no less important than any others in 
MDFT. This case illustrates how advocacy provides an effective way of 
combating the hopelessness and helplessness that permeates these 
families’ lives. The responses of the school system to the therapist’s 
advocacy engendered a sense of optimism that empowered this family 
to believe it could have effective interactions with the school and 
other systems leading to changes in E.’s life. 

The clinical team also explores the option of tutoring adolescents struggling in 
certain classes or those with obvious problems in learning. Success in this 
area can have positive effects by boosting the teen’s level of academic or 
scholastic functioning, reconnecting the teen to the school, providing a 
sense of pride and accomplishment in schoolwork done well, providing 
contact and interaction with a prosocial adult, and maintaining structure 
during the critical afterschool hours when the teen might otherwise be 
engaging in problematic behavior. This individualized attention to basic 
skills is consistent with the t}^es of remedial academic programs that are 
recommended for high-risk adolescents (Dryfoos, 1991). Again, this intensive 
work is done because school disconnection and failure are consistent 
predictors of chronic antisocial beha\lors and substance abuse (Flannery, 
Vazson}i & Rowe, 1996) and because success in these realms is an important 
correlate to creating a drug-free lifestyle. MDFT therapists have been 
creative and resourceful in procuring tutoring services at no cost. The case 
example of S. illustrates the use of tutoring in MDFT In this case, a 
practicum graduate student was recruited from the University of ARami 
School of Education’s Learning Disabilities program. 



Case Example: S. 

S. was an intelligent teen who failed a grade in school because of 
involvement with drugs. She was held back and became concerned 
about completing high school, passing her State competency/ 
achievement tests, and keeping up with her course work. She very 
much wanted academic help. S., her therapist, and S.’s family 
discussed her options, and all parties agreed on tutoring. The 
therapist spoke with the tutor, describing the situation and explaining 
S.’s needs, and the tutor agreed to work with the teen. The therapist 
and tutor went to S.’s house, and the tutor quickly developed a bond 
with the family. S. and her tutor began meeting twice each week for 
3 months to prepare for her competency tests, and the tutor 
checked in weekly by phone with S.’s therapist. The tutor responded 
well to S.; she was sensitive to her but firm about her work. The 
tutor’s continual affirmation enabled S. to achieve a sense of profi- 
ciency. By the end of the semester, after 12 weeks of work, S. passed 
her competency tests, recemng her highest grades since elementary 
school. 
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In addition to assessing and focusing new attention on progress in school 
skills and academic functioning, therapy also gives early attention to job 
skills and vocational training. The therapist might encourage the teen’s 
pursuit of appropriate part-time employment (while closely monitoring 
school performance) to structure the adolescent’s time productively, to 
provide a source of legal income, and to teach the youth important lessons 
about the world of work and about managing relations with adults in 
authority. Sensitivity to the socioeconomic background and needs of the 
adolescent and his or her family is an important component of this 
approach. The therapist remains in close contact with the school and, 
together with the school and the parents, emphasizes the primar>^ importance 
of the adolescent’s academic pursuits. 

On occasion, the therapist, teen, and family decide together (given the 
results of a comprehensive academic/vocational assessment) that the teen 
would benefit more from a vocationally oriented track than from a purely 
traditional academic approach. The adolescent may have had excessive 
absences or failing grades, may have lost motivation for and interest in 
school, or may have experienced such severe failure in the academic realm 
that his or her abilities have been badly compromised. He or she may be far 
behind others in his or her grade level and reading or math skills, and his 
or her confidence may be depleted. These teens frequently want simply to 
drop out of school altogether and are well on their way to dropping out 
because of factors such as excessive absences. Yet, the motivated and 
resource-aware therapist can make available a variety of other options. 
Therapists link school and community services to promote more productive 
vocational planning and training, lypically, an adolescent may pursue 
a part-time school and part-time vocational training track, in which the 
teen spends half of his or her school day learning job sldlls. If it is determined 
that it is not beneficial or possible for the adolescent to remain in regular 
public school, he or she may enter the adult State vocational rehabilitation 
(Vl^) system. In this situation, the therapist facilitates contact with VR 
agencies and finds ways to develop the life skills that are needed to mobilize 
and organize the youth and his or her family to access these services. The 
services, however, are pro\ided through the agencies. WTien the teen enrolls 
in a program of this type, the therapist may visit the adolescent in the 
program, visit with a teacher or mentor in the program, and use the events 
and skills learned in VR in the treatment program. As always, coordinating 
MDFT program components is critical. 

WTien an MDFT therapist facilitates a link with the State VR office, the first 
step is for the adolescent to be assigned to a W counselor. This person 
becomes responsible for introducing the VR process to the adolescent and 
his or her family, and this counselor becomes the contact person for the 
therapist. The therapist turns direct involvement in this area over to the 
W counselor but maintains close contact with him or her. One strategy 
that may be helpful is to arrange for the same VR counselor to work with 
each adolescent whom the therapist has referred. The W counselor then 
becomes familiar with the issues relevant to a particular population, and a 
strong relationship may develop between the therapist and the W counselor. 
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Next, a comprehensive vocational assessment is conducted that includes not 
only the traditional, standardized interest inventories but also inteniews with 
the adolescent and his or her family and an assessment of work skills. This 
type of individual, person-centered, and relationship-oriented assessment 
protocol is recommended for this population because questions exist about 
the application of standardized interest inventories alone to adolescents 
with severe behavioral disorders (Bullis & Gaylord-Ross, 1991; Schottenfeld, 
Pascale & Sokolowski, 1992). 

Vocational training is then pro\ided based on the findings of this assessment. 
l^T^es of training may include enrollment in a community college or 
vocational-technical school, individualized tutoring, or on-the-job training. 
The adolescent is responsible for securing his or her own job, but the VR 
counselor works with the teen on job-interviewing methods and skills. 

This assistance creates self-sufficiency and competence and provides the 
teen with support in reaching this new goal of emplo^onent. The objective 
of getting and holding a job in the community, rather than working in a 
sheltered job setting, for instance, is ideal. Research literature indicates 
that this outcome is considered significantly more beneficial for this 
population in terms of experiencing an actual “real-world” job setting 
(Bullis et al., 1994; Bullis & Gaylord-Ross, 1991). Sheltered work settings, 
however, also can work well, particularly in the most difficult situations in 
which no other options are possible. Some programs include hands-on job 
coaching. This feature is particularly beneficial because teens in treatment 
show great deficits in work-related social skills (e.g., punctuality, getting 
along with coworkers [Fredericks et al., 1993]). The job coach may closely 
monitor the adolescent when the adolescent is beginning a job, then 
decrease involvement as the teen becomes more comfortable and more 
skilled in his or her work. 

Intervention Guidelines To Improve School Behavior and Academic and 
Vocational Functioning of Drug-Involved Youth 

1. The therapist must be clear about the fundamental importance of 
assessing, focusing on, and obtaining outcomes in the school or job 
domain of the teen’s functioning. Positive changes in these realms are 
important supports and motivators for changes in drug use. 

2. The therapist must be clear with the teen and parent about this treatment 
focus and explain why it is related to the teen’s success in the program 
and how success in school or with a job connects to establishment and 
maintenance of a drug-free, prosocial lifestyle. Obviously, these are not 
one-time communications. They are stated and discussed at treatment’s 
outset, as well as throughout the process of the program. 

3. Family members and teens need help in understanding, negotiating, and 
navigating school, academic, and vocational s>^tems. Most clinically 
referred teenagers have experienced frustration and failure in school 
and job realms. Many have given up hope that any new effort on their 
part can yield new results. A therapist should not assume that adolescents 
and parents are Imowledgeable about school policies or procedures or 
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are able to interpret correctly complex or cryptic messages from 
schools. Just 'c\s therapists intentionally mediate and position themselves 
between the juvenile justice s>^stem and the youth and his or her family, 
therapists adopt the same stance between the adolescent and his or her 
family and the school system. Although the ramifications and implications 
of each set of these systemic transactions are different, they have 
similarities. Therapists conceive of themselves as part advocate, change 
agent, and facilitator in their work with schools and legal systems. 
Their bottom line, as always, is the youth and his or her family — the 
therapist in each context is trying to promote positive prosocial beha\aor, 
facilitate a fair and facilitative process between the social institutions 
and the youth and his or her family, and help the family keep its focus 
on how to achieve positive and healing outcomes and concrete alterna- 
tives and success in each of these realms. 

4. School personnel will not necessarily be motivated to cooperate with 
the therapist’s efforts to determine how to make the teen’s school 
experience more successful. Therapists walk a tightrope between too 
much and too little advocacy and between too much and too little 
understanding of the parents’ and school’s previous experiences with a 
particular teen. A therapist’s clinical skill and systems knowledge are 
instrumental to successful work at the interface of the family, teen, 
and school systems. 

5. The therapist is an advocate vis-a-\ds the school and a coach vis-a-vis 
the teen and parents. The therapist works with each subsystem to 
prompt new attitudes and behavdor relative to the other subsystems. 
Just as the therapist works with the teen alone to mediate and prompt 
new behaviors with the adolescent’s parent and intervenes with parents 
individually to help broker a new relationship with their teen, the 
therapist also works with the teen and parents about becoming more 
involved at school and prepiires the family for school requests and meetings. 
The therapist directly interacts with school officials to advocate for the 
family’s needs and facilitates contact and adoption of a positive attitude 
toward the teen and parents. Therapists also help parents and teens 
develop more positive attitudes and action plans regarding school. 

6. Emotional reactions by school personnel, such as fear of the teen’s 
continuance in a particular school, or on the youth’s or parent’s part as 
well as schoolwork/academic ability demoralization issues, are common- 
place. Strong reactions to a therapist’s efforts by the family, adolescent, 
or school should not deter a therapist from a thorough multiple-system 
assessment and formulation and implementation of an action plan (e.g., 
testing, tutoring, beha\doral management, job training, alteration of 
classes taken). 

7. As the leader of this therapeutic effort, the therapist must convey an 
upbeat attitude to all parties. This positive energy must be accompanied 
by a solid, reasonable, and workable plan, in which everyone’s roles and 
responsibilities are enumerated and the amount of time that can be 
committed by each team member is stated. 
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8. Well-articulated plans can still fail. Knowing how a plan may fail is an 
important part of being a therapist, flowing how to minimize slippage or 
outright failure is vital. Enlisting and motivating family members and 
the teen in the daily behaviors required to help the teen succeed in 
school are key to success. Good plans that are underorganized or not 
sufficiently attended to on a daily or weekly basis are likely to falter or 
fail. 

9. Titration of a therapist’s involvement in these organized therapeutic 
plans is always a challenge. Early on, the therapist is active and directive 
in setting up a plan, and although the family members and school officials 
are involved in crafting suitable alternatives, the therapist must be pre- 
pared to supply considerable energy and ideas to the new plan. Over 
time, of course, the plan to help the teen reconnect to school and succeed 
academically is something for which the youth, parent, and school must 
be responsible (relative to the indhddual roles each has to play). Thus, 
as the weeks of treatment unfold and the teen’s new plans for school or 
a job are implemented, the therapist becomes more of an outside 
consultant rather than an inside player. 

10. Finally, as is the case with MDFT therapists generally, the therapist watches 
and calibrates school functioning change relative to other areas of 
work. Gains in other realms, in the family environment or parent- 
adolescent relationship, for instance, are used as supports and motivators 
for new discussions and plans in other, related realms of functioning. 
The MDFT therapist, in collaboration with the family members, 
orchestrates the focus and effort in the therapeutic system according 
to the overall individualized treatment plan and in the unfolding of 
problems and successes in each area of work. Changes in school functioning 
facilitate access to and work on the self of the teen, helping him or her, 
for example, develop an identity that includes self-efficacy, competence, 
and the capacity to overcome previous failure and obstacles. Changes 
in school behavior or academics also can be used in a therapist’s work 
with parents. Parents of clinically referred teens can be pessimistic and 
negative in their view of their teen’s abilities and potential. Therefore, 
when change in school beha\dor or academic involvement begins, this 
evidence of possibility and hope for a new, prosocial, non-drug-using 
future is brought to the parent and family sessions. 

Decision making 

A challenging aspect of the academic or vocational module for the therapist 
may lie in determining the combination of academics and vocational training 
that would be most beneficial for the adolescent. The case example of L. 
illustrates this decision-making process. 

Case Example: L. 

L. is a 16-year-old who was not attending school when he began 
treatment. He had been referred to an alternative school because of 
truancy, smoking marijuana on campus, and other behavioml problems, 
but he had not begun attending the school. He was in ninth grade 
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and had been held back twice; he had one more chance to pass ninth 
grade. The therapist decided that the most immediate concern was 
that L. attend school during the day so that his time would be struc- 
tured. Because the alternative school held classes only at night, the 
therapist decided to pursue L.’s readmission to his original high 
school. 

The therapist first contacted the high school assistant principal, who 
was adamant about not allowing L. back. The therapist then contacted 
the director of alternative education for the county and described 
the goals of the program, the adolescent’s involvement in treatment, 
and the role of the therapist in advocating for him. The director 
was responsive to the therapist and instructed the high school to 
reenroll the adolescent. 

The next step was for the therapist to meet with the school counselor. 
Together, they decided which classes would be most appropriate for 
L. to take to accrue some credits toward completing ninth grade. 
They also arranged to meet 2 weeks later so that the teachers would 
have a chance to observe L. in class. Only two teachers attended the 
meeting. Although they stated that L. was not having any academic 
or behavioral problems, the therapist and guidance counselor agreed 
to schedule a second meeting a few weeks later with more of L.’s 
teachers. 

At the second meeting, it was reported that L. had failed all of his 
midterms. Me had missed several weeks of school in the beginning of 
the year, and he was in danger of failing ninth grade for the final 
time. Throughout the semester, L. had expressed an interest in 
attending night school. He did not feel confident about his academic 
work and did not think he could succeed in day school. His mother 
had begun investigating private schools where he could receive some 
vocational training, but they were expensive. The therapist suggested 
that they explore the possibility of a part-time school and part-time 
vocational training program offered through the State Vl^ office. 

Both L. and his parents were excited about this idea. 

L., his mother, and the therapist attended an intake appointment at 
the \rR office. The VR coordinator explained the program, gathered 
some information from L. about his work-related interests, and gave 
suggestions about which services might be most suited to L.’s needs. 
The VR coordinator began coaching the adolescent immediately 
regarding job-seeking sldlls. The coordinator scheduled the vocational 
assessment. L.’s reaction to the intake meeting was positive. He 
enjoys working with computers and is excited about the possibility 
of pursuing work in this area. 



In conclusion, the academic and vocational portions of the adolescent’s 
world are complex and multifaceted, and the therapist must be adept at 
negotiating extrafamilial systems and advocating for the adolescent to 
address these areas comprehensively. WTien the therapist is successful in 
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this endeavor, as illustrated in some of the case examples, the effect on the 
adolescent can be extremely positive and contribute to improvement in his 
or her overall functioning. 

Interactions with teachers and school counselors identify and promote 
goals that are mutually supportive, that is, enhance parental investment in 
the adolescent’s development and the school’s desire to be supported by 
parents. MDFT clinicians work to identify ways that they can be supportive 
of the school’s goals Qust one of multiple nonfamilial systems) so that 
potential boundary and role definition sensithdties are transcended. The 
objective is to facilitate positive interactions that embody a common focal 
theme pulling together for the teen and family. Supportive and followup 
efforts by clinicians in their interactions with families and schools determine 
how sound this newly developed resource bridge will be. To help adolescents 
and families be more connected to and involved with multiple subsystems, 
MDFT clinicians meet at a variety of locations and with various combinations 
of family members and extrafamilial systems. Decisions regarding with 
whom and where to meet are made in accordance with the overall clinical 
objectives and the individual features of the case. 

As relationships are reinforced or built, traditional relationships between 
and within family and nonfamilial systems are challenged in a manner that 
is intended to promote positive change. The challenges promoted through 
MDFT are often experienced by the family and nonfamilial systems with 
some hesitation. This situation is true at the outset of MDFT as well as 
during ongoing contacts. Hesitation (in familial, individual, and nonfamily 
systems) should not be attributed to resistance to change or resistance to 
alternative interactions, for example. Rather, this hesitation should be 
understood in terms of the natural difficulty of facing and experiencing 
challenges arising in this kind of work (Liddle, 1995). 

Key Concept: 

A teen’s or parent’s hesitation about involvement in a treatment 

program is normal. The therapist’s job is to facilitate the growth of 

motivation in treatment. 



Collaborating With the Juvenile Justice System: Probation Officers 

In collaborating with the juvenile justice system, therapists work hard to 
develop a relationship with probation officers. This is extremely important 
work. Probation officers have a certain amount of influence over the disposition 
of a teen’s case. They can recommend for or against placement. If a teenager 
needs to be placed, probation officers can recommend a treatment facility 
over detention. They can use their influence to control the timing of events 
with the court. This can be critical because there are often few individuals 
or systems willing or able to exert themselves to keep teenagers in the family, 
school, and community. Therapists frequently find themselves in the position 
of needing to buy time to engage teenagers and families in treatment 
programs. This is the case when a teen’s legal troubles are voluminous and 
complex and, in a not unrelated process, his or her family presents as 
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hopeless about change. The relationship with probation officers is also 
important because they will have access to valuable resources with which 
the therapist and family may need connections — training and job programs 
or school personnel and treatment facilities. 

The relationship with the probation officer begins when a therapist places a 
call to a probation officer at the very outset of a case. The therapist asks 
about the probation officer’s experience with and Imowledge of the teenager, 
whom he or she often has knowm long before the therapist meets the teenager. 
The therapist asks for the probation officer’s “take” on the teenager. Does 
the probation officer have any opinions about or insights into what has 
happened with the teen and family? The therapist introduces the subject of 
collaboration early in the conversation, making sure the probation officer 
realizes that the therapist is taking into account the pressures of the 
probation officer’s caseload. The therapist asks the probation officer what 
times are convenient to check in, because the therapist knows that the 
probation officer is always busy and often out of the office. The therapist 
inquires about the nature and frequency of the probation officer’s meetings 
with the teen, the frequency of urine drug screens, and the expectations for 
the teenager’s cooperation. The therapist assures the probation officer that 
the clinical work is, in part, oriented to helping the youth and his or her 
parents meet the requirements and obligations of the juvenile justice system. 

The emphasis is on what the therapist can and will do and only secondarily 
on what the probation officer may have to offer. The therapist stresses not 
wanting to add to the probation officer’s burden and that the therapeutic 
or program focus is on the family and coordination of effort. The therapist 
asks about upcoming court dates and gets the probation officer’s take on 
what may happen there. The therapist explains the philosophy and parameters 
of the treatment program but is careful to avoid clinical buzzwords and 
elaborate analyses. Some probation officers expect to find treatment 
programs are not practically oriented. The therapist looks for common 
ground and points of connection. 

All efforts in this early phase of a case are aimed toward the collaborative 
relationship to follow. The therapist may ask, “Can I count on your support 
of our program’s efforts? Is it okay with you if I call you and check in regu- 
larly, so we can share information and make sure we’re on the same page?” 
Beyond alliance-building, however, the clinician must work to build and 
maintain a working intervention-oriented relationship with the probation 
officer. 

Therapists and probation officers may represent radically different orientations 
and ideas about what is needed to help the teen. Clinicians often must 
convince probation officers that the focus on parent-adolescent relationship 
d>mamics will pay off in practical terms in better parental monitoring and 
the development of greater emotional resources in the family. It is best 
to avoid abstract language, to use dialog (conversations between colleagues 
with a common purpose), and to collaborate in the best interest of the 
youth. These conversations must inform the probation officer of the 
parameters and intentions of the program. 
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Therapists and probation officers focus on actual case material, using it to 
forge a relationship and build collaborative bridges. “You know, I agree with 
you about how hard it’s been for Mrs. Williams to manage things, and she’s 
done a pretty bad job in the past setting limits with John. I think she’s 
depressed, and we’re getting her some help with this so that she can feel 
less overwhelmed. One of the things we do a lot here is help parents see 
how they can take care of themselves and their kids at the same time. It 
would be good if we had a little time. Is there any way we can slow the 
placement process down? I think we’ve just gotten started.” 

It is important for therapists not to let the relationship languish during 
periods when things are going well. 

The interaction and interdependence of MDFT and the juvenile justice 
system 

Most probation officers focus on the teenager as an individual; MDFT has a 
family focus. The MDFT clinician is interested in identifying the internal 
logic of teenagers’ choices and difficulties while helping the adolescents 
identify their motivations, enhance their options, and improve their 
problem-solving skills. Even the probation officer who is highly motivated 
and involved “pulls the plug” on treatment. Therefore, the therapist must 
assess carefully the probation officer’s motives and style before proceeding. 

Likewise, the therapist must evaluate how close parents are to abdicating 
total responsibility for the teenager and how disillusioned and angry they 
are. What external and internal resources do the parents bring to building a 
more reasonable relationship with their teenager? 

The probation officer most likely will be confronting a teenager whose 
attitude toward authority is distrustful and who may behave in an outwardly 
defiant manner. The notion of being monitored by an outside authority — 
the juvenile justice system — that has the power to influence events in her or 
his life is likely to stir up any and all of the adolescent’s current or lingering 
resentments toward systems in general. Pride and self-respect may demand 
that an adolescent not submit to systemic authority as a matter of honor. 
“Beating the system” is, for some teenagers, an ingrained response. For 
some teenagers, there may be a family legacy of hurts, disappointments, 
and slights meted out by the systems with which the teenagers have been 
compelled to interact. 

A collaborative, purposeful, youth-oriented alliance 

Every new relationship with a probation officer contains within it the seeds 
of either advancement of the teenager’s agenda or a potentially disastrous 
and premature ending to his of her hopes of advancing that agenda. If the 
teenager is able to perceive both the necessity for and the possibility of a 
collaborative relationship with the juvenile justice system and the probation 
officer as that system’s representative, then the teen’s attitudes toward the 
system will change. The therapist lets the teen know that if he or she 
participates in the treatment program, the therapist will work hard to slow 
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things down with the probation officer and try to affect any court action. 
Most teenagers are happy to have the therapist working with them in this 
manner, but a number continue to hav^e urine screens that show drugs are 
present, miss appointments with their probation officer, or get into more 
trouble. 

The therapist responds to missteps in a challenging but supportive way as 
well: “Look, I need you to be doing your part in this. I can’t help things 
change or slow things down if you’re doing this stuff.” In addition, the 
therapist may be able to help a parent support the necessary actions on the 
part of the teenager. The therapist at all times encourages parents to work 
together with other adults — therapist and probation officer — out of love for 
and commitment to their teenager. 

Sometimes parents are reluctant to state their disagreement with a probation 
officer’s plan for their teenagers, and the therapist must help them articulate 
such differences so that a reasonable plan can be agreed on. Sometimes 
parents feel their teenagers do not deserve another chance when they have 
gone to bat for them so many times before; sometimes, however, it can be 
equally difficult to comance parents to do things that are not purely in 
support of keeping the teen in the probation officer’s good graces. 
Therapists may have to encourage parents, for instance, to inform a 
probation officer about violations of probation when this is in the service 
of helping a teenager confront the consequences of his own actions. These 
dilemmas offer opportunities and are at the core of the therapist’s work 
with parents. 

A therapist needs to discuss what underlies a “bad attitude” toward the 
legal system and the ramifications if this attitude toward the probation 
officer persists. The therapist needs to talk about how hard it is for 
teenagers to be monitored and how the teen may be tempted to chafe at 
such an oversight, with a \dew toward problem solving together. These 
statements are put in the context of the potential influence that the 
teenager can have over the outcome of events. 

More concretely, the therapist monitors the adolescent’s attendance at 
appointments with the probation officer, shares contacts and resources with 
the probation officer, helps the teenager prepare for court appearances, 
discusses how to use the probation officer as a resource, and encourages 
parents to do these things for and with the teenager. 

Additional Collaborations With the Juvenile Justice System: The Important 
Subsystem of the Juvenile Court Judges 

In addition to worldng with probation officers, MDFT therapists are frequently 
in contact with other members of the juvenile justice system, particularly 
the judges who preside over juvenile court. MDFT’s focus makes it imperative 
to inform and educate judges about the treatment model. As with probation 
officers, it is necessary to make a similar effort with the juvenile court 
judge who is presiding over the teen’s legal case because he or she can 
influence the process and outcome of a case. 
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Often, a therapist will also need to appear in court because the judge will 
request an update on the teen’s progress in treatment. A judge’s prior 
awareness of how the treatment works, what is required of the adolescent, 
and some broad-level details about the course of treatment are extremely 
helpful when the therapist must report to the court. 

The judge also must have knowledge of how the therapist works, why work 
is done in a particular manner, and what the strengths of a home-based 
model are. This knowledge becomes even more significant when there is con- 
flict involving the case. 

IWo of the most frequent causes of disruptions to cases on probation are 
violation of probation (new charges occur) and continued conflict in the 
home. A violation of probation and further involvement with the juvenile 
justice system may be the result of something that allegedly occurred 
before the adolescent entered treatment, or they may be the result of a new 
crime committed while the adolescent is in treatment. If the judge truly 
understands how MDFT works and the theory and science driving the 
treatment, he or she is much more likely to permit the teen to continue in 
treatment. 

Another frequent reason for disruption is continued family conflict; the 
parents believe their adolescent is ungovernable and request a hearing 
because they do not want to continue with home-based treatment. If the 
judge understands that the problem is the family system and not the adoles- 
cent, he or she is more likely to require the family to keep the juvenile in 
treatment and instruct the family that it must be involved in and a part of 
treatment. The case example below illustrates the importance of establishing 
contact with a judge and informing him or her of the theory and science 
behind the treatment modality. 



Case Example: R 

A 14-year-old Hispanic male, R, came to the MDFT treatment 
program with a diagnosis of ADHD, cannabis dependence, alcohol 
dependence, conduct disorder, and stuttering. There was significant 
trauma as well. Abuse by the biological mother — physical and 
emotional — precipitated P.’s removal at age 3 from her care by the 
Department of Children and Families. A foster home placement 
came next, followed by placement with P.’s father and stepmother. 

P. is currently in an emotionally handicapped (EH) placement at a 
special EH middle school. He has significant anger management and 
attachment problems and has not bonded with any individual. 

P.’s stepmother frequently tries to sabotage treatment and is very 
jealous of any attention that P.’s father gives him. P.’s father seems 
to genuinely love him but believes in corporal punishment. P. states 
that his father hits him at times and has thrown chairs at him; clearly, 
his father has a temper. 
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In session, P. cries that no one talks to him and that his father doesn’t 
do anything with him. For recreation, P.’s father goes fishing, but P 
is no longer interested in fishing with him as he used to be. P. has 
very little contact with his father, and his stepmother runs the show. 
P states that he hates her and feels very bitter about her involvement 
in his life. 

Because of the conflict in the home, P. went to his therapist requesting 
residential treatment, rather than treatment in the home-based 
program. 

The stepmother would also prefer P to be in residential treatment. 
So P’s family decided to go back to court and request a hearing. P.’s 
therapist and the therapist’s supervisor felt very strongly that the 
biggest problems in this family were problems that would not be 
addressed in residential placement, where P. would only, or mostly, 
get individual treatment. 

P.’s therapist went to court with the family. Despite there being a 
translator for P.’s father (who speaks only Spanish), his stepmother 
spoke for P’s father. She stated that there was too much temptation 
in the neighborhood and that P. should be placed in a residential 
setting. P’s therapist stated that she believed there were relational 
difficulties in the home that would not be addressed in the individual 
treatment offered in the residential setting. 

In this situation, both the therapist and the supervisor had spent 
some time with the judge months before this particular case began. 
They had explained the MDFT model and treatment program and 
provided articles and news releases on the approach. The judge had 
absorbed the information, as was evident when he began to speak to 
the family. The judge told the family, share this problem jointly.” 

In addition, the judge explained to the family that adolescent 
substance abuse problems are different from adult substance abuse 
problems; because of this, it would be much better for the young 
man to stay in the home and receive treatment with his family. 

The judge knew not only what the MDFT model was, he also had 
some understanding of the multiple pathways to problem behaviors 
and multiple pathways to treatment — and was able to elucidate this 
knowledge for the family. He insisted that the young man stay in the 
family treatment modality. In this case, the family got more than 
they bargained for. Neither the stepmother nor the father wanted to 
hear that she or he was a part of the problem. The family also 
learned a lesson about going back to court — it often is not necessary. 



In this situation, briefing the judge about the treatment program early in 
the process was essential. P’s family had to accept the judge’s order, and as 
an influential part of P’s environment, the judge was able to apply appropriate 
developmental knowledge to P’s case. 
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It is important to understand that contact with a judge (an appointment 
for 8 or 8:30 a.m. is best) involves presenting educational information in a 
timely fashion. The therapist may present his or her opinion about a case in 
court. The purpose of the contact in chambers is to pro\ade information 
relevant to the general disposition of juvenile cases and specifics about the 
treatment alternatives that are made possible in the program. 

Juvenile court judges need to loiow that MDFT is a science-driven treatment 
alternative that can reduce recidivism, that works for teenagers, and that 
affects families and the entire ecosystem of a teen, including school and 
peers. Judges have been very responsive to the fact that MDFT includes 
wraparound services; that contact and crisis intervention are available 24 
hours a day, 7 days a week; and most important, that MDFT is less costly 
than residential treatment. It is also important to convey to a judge that 
MDFT has been devised and tailored specifically for each teenager’s develop- 
mental level and that major components of the intervention include and 
treat the entire family. The information that usually has the biggest impact on 
juvenile court judges is that when adolescents leave home and are placed in 
residential treatment, then released, they return to the same problems that 
contributed to their initial problem s>Tnptoms. But MDFT treats the 
adolescent, the whole family, and the problems surrounding the adolescent. 

Most juvenile court judges will be interested in receiving information and 
talking about an alternative treatment strategy; they are interested in the 
treatment, not the punishment, of the teen. Some judges will show specific 
interest in the details of the psychology behind the theory If the judge truly 
wants to hear more, it is usually more convenient to schedule a second 
meeting to present more details and discuss the model theoretically. 

Juvenile court operates on a concept knowm as “therapeutic jurisprudence,” 
or treatment and rehabilitation by means of the legal system. Most juvenile 
judges are interested in the children’s being served and in the management 
of their cases; they understand that the juvenile system is different from the 
criminal (adult) system. Judges are also aware that the processing of juveniles 
is often problematic and that the system is overloaded; this makes the 
judges more receptive to new ideas, especially those based on proven science. 

Repercussions of Lack of Involvement in Extrafamilial Subsystems 

The case example below illustrates the intense repercussions that occur for 
both adolescents and families when therapists are unwilling to follow MDFT 
protocol and maintain contact with both the family and the extrafamilial 
subsystems. 



Case Example: B. 

Throughout B.’s case, the therapist had not been involved with or in 
contact with key persons outside the family. In an early session, he 
was unaware of the involvement of a “tracker” from the probation 
office. Once he became aware of the tracker, he gave no indication 
to the family that he wanted to get in touch with the tracker. In a 
later session, the therapist suggested the mother deal with legal aid 
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and also get the adolescent examined by a psychiatrist. The mother 
responded with harsh resistance and criticism: “I come here, I ask 
for these things. Time goes by, nothing’s done. There are no recom- 
mendations.” The mother then criticized the therapist’s efforts as 
superficial, prompting a defensive response by the therapist. The 
therapist finally agreed to call the school and attend a meeting with 
the mother. 

Later, a supervisor discussed what had occurred with the therapist. 

The therapist was quite resistant to becoming involved with systems 
outside the family. He believed that the support he provided directly 
to the family would enable the family to deal with external s>^tems 
on its own. During the first sessions, it became clear that B. was 
involved with a probation officer, the tracker — a school counselor 
who talked with the mother frequently — and, of course, with teachers 
on a daily basis. It now became apparent that legal aid would be 
brought into the case. The therapist had also been absent for a 
month; during that time, B. had broken into an apartment with 
some friends and vandalized it, as well as stole $10 from a family 
member’s car. It became obvious that this was a crisis; eventually, B. 
was placed in residential care. 

It is imperative that the MDFT therapist maintain close contact with key 
members of these systems. It is unrealistic to expect families to be able to 
navigate these complex and at times resistant systems on their own, much 
less attempt to coordinate efforts across systems. Moreover, members of 
external systems can provide valuable information and resources for the 
therapist. Conversely, an impasse within an external system can undermine 
work the therapist is trying to accomplish with the family. 



ERIC 




161 
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This section illustrates important aspects of the working phase of MDFT 
using a critical topic — the interdependence of emotions and cognitions in 
family therapy — as the backdrop for how to work core themes. 

Negative Emotions and Problem Behaviors 

Theory and data have converged to form a picture of the role of negative 
emotion and the development of problem behavior (Dodge & Garber, 1989). 
A major review underscored the “centrality of positive affect in the organi- 
zation of prosocial behavior” (Collins & Gunnar, 1990, p. 393). Blechman 
(1990) described the relationship between moods of individual family members, 
their contact with one another w^hile in these moods, and indhidual and family 
functioning. Blechman believes that “family members who are often in good 
moods are primed for competence and shielded from psychopathology, 
despite cultural, biological, and socioeconomic handicaps” (1990, p. 221). 
Similarly, Wills (1990) discussed how supportive relationships among family 
members influence the emotional states of adults and children and how 
emotional states and processes affect the health status of family members 
(i.e., through stress buffering). 

Along the same lines, Carlson and Masters (1986) demonstrated how 
positive affect buffers children against some of the effects of negative affect. 
Ingersoll and Orr (1989) theorize that certain emotional patterns (e.g., 
being upset, lonely, tense, sad, nervous; ha\dng problems sleeping or making 
friends; self-destructiveness) predispose adolescents to risky behaviors. “It 
may be that indhidual styles of coping with social stresses are the primary 
moderating variables that increase or reduce the risk of engaging in problem 
behaviors” (Ingersoll & Orr, 1989, p. 405). 

The regulation and expression of negative emotion have been critical topics 
in the clinical literature (Hooley, 1985; Koeningsberg & Handley, 1986; Leff 
& Vaughn, 1985) and basic research for some time. Affective processing 
ability has been linked to social competence in children and adolescents 
(Sroufe et al., 1984). Gottman’s work w4th children and married couples 
emphasizes the link between negative emotion regulation and effective 
functioning (Gottman, 1983; Gottman & Levenson, 1984). Lindahl and 
Markman (1990) believe affect regulation to be a critical developmental 
task with couples and families. They hypothesize that a couple’s ability to 
regulate negative affect in their marriage is linked to marital quality, wliich 
itself is related to the parents’ ability to regulate negative affect in their 
interactions with their children. The parents’ emotion regulation in 
interactions with their children, obviously, plays a central role in their 
children’s predominant affective tone. 

The predictive power of negative affect on parent-ohild interactions and 
child outcomes is well documented (Patterson, 1982). Frequent and intense 
negative emotional expression is connected to a variety of clinical problems. 
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including delinquency (Rutter, 1980) and drug abuse (Kandel, Kessler & 
Margulies, 1978). The connection of emotion systems to the development 
of drug abuse is a core construct in a promising line of research by Pandina 
and colleagues (1992). Their early studies have found that adolescents with 
an emotional profile of pervasive and persistent negative affect, energized 
by a context of prolonged and heightened arousability, progress from 
experimental drug use to abuse. 

Emotion regulation has also been discussed in terms of its adaptive functions, 
for instance, as a way of coping with negative self-feelings or stress (Saarni 
& Crowley, 1990; Wills, 1990). Three critical factors influencing emotion 
regulation (each with different implications from a target-of-intervention 
perspective) — temperament, cognitive development, and socialization 
(Saarni & Crowley, 1990) — are present in the case of Chris, which follows. 

Emotions and Problem Solving 

Clinical theory, in accord with empirical work by investigators such as 
Pandina and colleagues (1992), suggests that chronic negative emotion 
detours problem solving and, over time, erodes relationships (Minuchin, 
1974). Forgatch (1989) believes that negative emotion can affect the 
problem-soKdng process in several ways. 

1. It may affect the representation of the problem, making solutions seem 
improbable. 

2. WTien a person is too focused on negative experiences, it can impede his 
or her ability to generate helpful solutions. 

3. It can affect interaction because negative emotions create a climate in 
which people are less motivated or able to come up with a solution. 

The clinical example that follows illustrates these processes. In a study with 
important clinical implications, Forgatch (1989) established clear links 
between negative emotion and ineffective problem solving involving parents 
and adolescents. 

Emotions and Dysfunctional Family Patterns 

Earlier eras of family therapy focused on overinvolved parent-adolescent 
relationships (e.g., Kaufman, 1985; Minuchin, Rosman & Baker, 1978). 
Today, in a trend that may reflect some societal processes (see postmod- 
ernism’s charge of fragmentation [Gergen, 1991]), increased attention is 
given to disengaged family systems. Research teams see patterns of 
parent-adolescent disconnection and disengagement in their clinical samples 
(Liddle, Dakof & Diamond, 1991; Volk et ah, 1989). These relationship 
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problems, often characterized by intense negativity and longstanding 
resentments, have been very difficult to treat (Liddle et al., 1992) J 

Case Example: Escalating Negative Emotion 

The clinical illustration below examines one of the most difficult and, 
according to some (Doane, Hill & Diamond, 1991), most change-resistant 
problems faced by clinicians — chronic, stable, and quick-to-escalate negative 
emotional exchanges between family members. Interactions of this kind 
have been identified from several theoretical perspectives and linked to the 
development of child and adolescent problems (see review by Loeber & 
Stouthamer-Loeber, 1986). 

Segment Introduction 

The first segment of this case gives a “baseline” of a t>T5ical, negative 
emotional exchange. It illustrates progress achieved during the session. 

The last segment presented (segment six) occurred 30 minutes after the 
baseline segment. The segments show different kinds of clinical techniques; 
however, at a macrolevel, they are consistent in showing a single therapeutic 
strategy central to MDFT. Known as the shift strategy ^ this technique is used 
to change in-session impasses between parents and adolescents (Liddle, 
1991). These emotional stalemates are broken by changing the focus of the 
discussion during the session. Frequently, this involves mo\ing the conversation 
to a more personal level. This method accesses certain emotions (e.g., the 
parents’ commitment and love, an adolescent’s hurt feelings) while blocking, 
at least temporarily, others (e.g., resentment) (G.S. Diamond & Liddle, 
1996). Emotions are targets of work as well as mediating variables. In this 
sense, they are intervention focuses that can potentiate entry into other 
domains of functioning. For example, a focus on emotion may be helpful 
not only for motivation enhancement but also for intrapersoniil or interpersonal 
processes that can lead to the cognitive or beha\ioral domain. All the segments, 
from the baseline to the final segment, are presented in the order in which 
they occurred. 

The case2 involves Chris, a 16-year-old boy who is the youngest of three 
siblings (the older tw^o live outside the home). Chris lives with his mother. 
Although his parents are separated, his father is involved in his treatment. 
Chris is currently on probation for drug possession and violence toward 
school personnel. 

^ Although the focus is on adolescents, we cannot conclude this section on emotions and 
dysfunctional family patterns without mentioninj^ the importance of parents' emotions as a 
major determinant of the adolescent’s emotions. In a comprehensive re\dew of emotions in 
the parenting literature, Dix (1991) concluded: “Perhaps more than any other single variable, 
parents’ emotions reflect the health of parent-child relationships” (p. 4). Dix presented a 
systematic, clinically relevant framework for understanding emotions’ role in parenting. His 
model emphasizes (1) child, parent, and contextual factors that activate parents’ emotions; 
(2) the orienting, organizing, and motivating effects that emotions have on parenting once 
they are aroused; and (3) the processes parents use to understand and control emotions. 

- These particular sequences were chosen for this section because they are good examples of 
(1) the selected clinical problem, (2) the therapy interventions used, and (3) the change 
process as it is currently understood. 
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Segment One (Baseline): Negative Emotion in Action 

Mother (M): Vm sorry. 

Chris (C): What? At least I admit when Tm wrong. You never do. 

F you. 

M: Well, I don't remember it that way. What I reinember. . . 

Father (F): [to Chris] All light, all light, don't talk that way. 

C: [to his father in a very explosive manner, sitting up in his chair, 
arms waving, finger pointing; the therapist sits forward, ready to 
intervene] Just shut up. You don't live at my house; you don't 
have nothing to do with this at all. So, why don't you just leave? 

Just shut the f up. You're never / i ng there, you're never 

/ ing there. 

F: I'm supposed to be there. 

C: Even when you lived there, you were never in anything. So, just 
shut up. 

F: / come here every Monday night. 

C: You think I want you to be here? No. 

F: No, but I come here anyhow. 

C: / don't %vant you to be here, so don't/ i ng lay that on me. 

F: I'm not laying it on you. 

M: Chiis, he is your father. 

C: He never acts like it, never. He's my biological father, but he's 
never acted like my dad ever in my whole life. I don't need a 
father now. 

Therapist (T): Is that tnxe? 

F: / guess it is. If he says it is. I'll go along with that. 

This segment illustrates two important points made by Safran and 
Greenberg (1991) in their discussion of the role of emotions in psychotherapy. 
First, it shows how “emotions provide action disposition information” and, 
second, how “emotional responses are mediated by anticipated interpersonal 
consequences” (Safran & Greenberg, 1991, p. 7). Cumulatively, negative 
emotions of this kind are developmental threats to the adolescent’s self 
system (Grossman & August-Frenzel, 1991). Particular knowledge like this, 
along with the developmental sensibilities guiding MDFT (i.e., that treatment 
retracks normal indhidual and family developmental tasks), is essential. 

The following passages give numerous examples of negative emotion in the 
life of this adolescent.-^ Some family treatment models emphasize process 
over content (Hoffman, 1981). In MDFT, however, the particular content of 
the discussion is understood as critical to the elicitation and exacerbation 
of the intense, negative emotional arousal. This understanding includes 
historically significant and contemporaneously enacted intrapersonal and 
interpersonal relationship themes. Themes of resentment about past hurts 



^ Although we have yet to analyze these data, our clinical research has been concerned with 
characterizing the emotional processes and characteristics of the adolescents we see in 
treatment. In one of our studies, for instance, we used the Millon Adolescent Personality 
Inventory to assess the emotional self system of adolescents. 
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and the adolescent’s nonacceptance of the parent’s attempt to adopt a 
parental role are frequent in-session topics.^ 

Knowing about emotions as action tendencies (Fischer, Shaver & 
Garnochan, 1989) gives a therapist the confidence to intervene in a 
conversation progressing dowm a disastrous path. During an interview or 
session, a therapist’s behavior is informed by this knowledge. Therapeutic 
goals include reinstitution of the attachment between parent and adolescent. 
Changes in this relationship serve historically relevant purposes (e.g., 
healing past resentments) and present-focused purposes (e.g., successful 
problem solving of everyday conflicts is one area in which the renegotiation 
of the parent-adolescent transition occurs). 

Segment Two: Focus and Framing 

T: ChiiSy right now^ it seems to me that it's as if your zvhole life with 
your father is flashing before you. You've been mad at him for 
years, I mean. Is that accurate? 

C: Yeah. 

T: Right now, every inch of this guy is tight and really angry. Right? 

C: Yeah. 

One aspect of dealing with emotional reactions is to focus on the appraisal 
of events or relationships (Lazarus, 1991; Shaver et al., 1987). Therapists’ 
characterizations of situations are intentional and precise, selecting certain 
elements of the drama for focus. Understanding emotional reactions in 
MDFT is not an objective per se (although this may occur). Characterization 
or, in family therapy terms, creation of new realities (Minuchin & Fishman, 
1981) or frames (Alexander et al., 1983) is a practical and at least 
temporarily useful accomplishment. These realities or frames are also new 
in-session territories of operation, as they are called in MDFT. They are 
intended to sen^e as a more workable foundation on which new work on 
one’s self and one’s relationships occur. In the previous sequence, the 
therapist first reestablishes the longevity of the problems — thus presenting 
the historical reason for why Chris’ emotions would be so strong. This 
construction is preferable to pathological personality ascriptions that 
perpetuate beliefs about the other’s incompetence and contribute to a 
chronic negative emotional tone. Then, the intensity of Chris’ experience is 
acknowledged and named. The intent is to reduce the fears associated with 
this experience (both his father’s and Chris’ concerns about his lack of 
control). 



Parenting is a complex area of the field experiencing a renaissance of attention and 
systematic study (Dix, 1991; Sigel, McGillicuddy-DeLisi & Goodnovv, 1992). Elsewhere, we 
have described methods designed to help parents reclaim their parental role (Liddle, Dakof 
& Diamond, 1991). Unfortunately, these assertions of parental responsibility frequently come 
in the role of increased attempts at control (i.e., introduction of more control attempts into 
a system of relationships that already has an overabundance of control issues and attempts). 
Not surprisingly, our research found these behaviors to be some of the very ones that lead to 
greater estrangement on the adolescent’s part (G.S. Diamond & Liddle, 1996; Schmidt, 
Liddle & Dakof, 1996). 
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T: Andy ChiiSj you're angry at your father 
The interpersonal aspect and target of the behavior also are named. 

T: [continues, to Chris] You have to help us figure this out. When 
you get angry, what's the best way to handle this? 

This attempt to establish a particular reality first aims to demystify and 
disprove the apparent ine\atability of emotional reactivity and failed problem 
solving. Second, it asserts that Chris can and should have some responsibility 
for communicating his concerns more effectively and helping to devise a 
therapy plan. It is important to affect the adolescent’s participation in 
treatment in the presence of a parent to counter the frequently heard 
remark of parents that some treatments require too little of the adolescent. 

C: / usucdly just tune out and try to foiget about it. 

T: All light, but you know that's no good. That's why you're here, 
CIvis. [to his father] As you know, you're trying to find a nezv 
Chiis. 

Although it may have clear adaptive functions (Wills, 1990) and represents 
this adolescent’s emotion regulation strategy (Saarni & Crowley, 1990), 
Chris’ “tune out and forget” method is defined as ineffective problem solving. 
The “big picture” (Liddle, 1985) aspect of the work is invoked. This is an 
attempt, among other things, to help Chris express himself more effectively. 
Mastery and competence are important tasks of adolescence and protect 
against the development of problem behaviors (Dodge, 1989; Newcomb, 
Maddahian & Bentler, 1986). They are fundamental treatment goals. 

In this situation, several things are assumed. First, part of Chris’ problem 
behavior relates to his failed attempts to communicate about various 
aspects of his life. Second, related to this, Chris needs to articulate his 
concerns more effectively (Liddle et al., 1992). The therapist works within 
and between two levels of focus and targets of change. Sometimes, a 
so-called big picture of relationships is emphasized. These might be 
broad-level conclusions about one’s son or daughter or parent. Particular 
day-to-day or past relationship events are the components of the big picture 
central to all therapies. They represent the recollected history and continuing 
events that have led to the conclusions portrayed in a big picture analysis. 

The language in the pre\aous sequence typifies how problems are framed, 
construed, ami constructed. Because of our environment and interpersonal 
relations (Strupp & Binder, 1984), interventions must take into account 
these complementary processes. Safran and Greenberg’s (1991) interpersonal 
schema (an internal model of relationships derived from experience) is also 
a clinically practical generic representation of self/other interactions. The 
interpersonal schemas of Chris and his father are intervention targets. 
i^Vlthough the aim is to reduce the problem behaviors of the adolescent, as 
in all family treatment models, the relationship context (parenting, if we 
are referring to the father) is related to the adolescent’s change. 
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Although it may appear to be the case, the quest to develop a new Chris 
gets at something that is not solely intrapersonal. It is important that his 
father recognize Chris’ changes and construe them positively This begins-^ 
a cycle that can shape the father’s attributions, emotions, and behavior. In 
family treatment terms, the creation of new relational realities infers that 
his father’s experience of his son changes when Chris’ behavior is different, 
even if only slightly for a brief time or on a less-than-consistent basis. These 
new or altered perceptions and feelings are ingredients for changing family 
members’ behavdor toward each other. Chris’ father’s emotional reactions 
to and cognitive appraisal of his son predict future action (e.g., his mainte- 
nance of emotional disengagement, his beliefs about Chris’ inability to 
change, and his feeling that he cannot affect. any positive change in his 
son). Hence, they are key intervention targets. 

The call for a new Chris relates to how problems are recast in developmental 
terms. The concept of “possible selves” (Markus & Nurius, 1986) is useful 
in this regard. The metaphor of multiple aspects of the self and reinvented 
selves (Cross & Markus, 1991) is common in clinical work (see review in 
Mahoney, 1984). The metaphor can be an umbrella concept used to orient 
goals and structure therapy. Therapists talk with teenagers about their 
possible selves, trying to counter the narrow role in which the teenagers 
have defined themselves and have been defined by others. 

Segment Three: Emotions Infomn Theme Development 

T: [to Chris] Let's tiy tofigw'e out one aspect of this that I really 
don’t understand. There^s something weird that you do with him 
that iSf wellf ids like ''egging him on” to hit you. How do you 
understand that? 

The therapist works with Chris to articulate an understanding of his beha\dor. 
The therapist realizes that specifying the “facts” of the story is a central 
therapeutic task.^ Reestablishing some degree of attachment between 

^ Because this approach is representative of the broader class of systems interventions, it is 
important to note that the reverse of this conceptualization also is possible (reminiscent of 
the multidirectional nature of change in intimate relationships). It is equally important for 
Chris to begin to experience his father in new ways. And altering his father’s emotional 
reactions to and negative predictions about his son’s beha\ior (or even about Chris’ lack of 
trustworthiness or probable unsavory motivations) is key to providing Chris with just such a 
new experience. 

All changes do not lie in the (self-reflexive) network of perceptions one has about oneself 
and others. Although it is the dimension of the change process that we emphasize here, various 
other contextual (e.g., extrafamilial, ecological) factors, as well as other intrapersonal factors 
not emphasized here (such as the role of skill development [communication; problem solving, 
both cognitive and affective; and general life skills)), affect change. They are omitted 
because they do not embody the therapy model represented. 

^ This aspect of treatment relies on the interaction between indhidual sessions with the parent 
and the adolescent and sessions with both the parent and the adolescent. In individual 
sessions, the “positions” of each person are discovered or constaicted, within the context of a 
supportive w^orking alliance. These indhidual sessions serve as a foundation for Joint sessions. 
At the same time, they have value in and of themselves. Change is understood in a multifaceted 
way, Just as problems of adolescence, such as drug abuse, are understood multidiniensionally 
(Newcomb, 1992). 
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father and son takes time and has several dimensions. Clinical families 
often reside in a chronic emotionally negative environment. MDFT uses 
multiple channels to change this multivariate network. 

C: When I was a little kid^ he used to hit ??xe, and now I would hit 
himy and then I would sayy “Vea/z, you won't hit me noWy you say 
the only reason you don't hit me is 'cause you love me and you're 
afi'aid of child abuse. ]\%y didn't you do that zvhen I was 
a little kid zvhen I couldn't hit you? Hit me note?, go aheady go 
ahead. " 

Factors such as their temperament, cognitive development, and socialization 
influence emotional regulation in adolescents (Saarni & Crowley, 1990) and 
guide the therapist at a time like this. Perceptions of and attributions about 
one’s own or another’s temperament may be changeable. Indeed, temperament 
is now believed to be modifiable as well (Collins & Gunnar, 1990; 

Goldsmith et al., 1987; Matheny, 1989). Cognitive development maybe 
more difficult to address. Socialization (i.e., parenting) practices are 
intervention targets, as are an adolescent’s perceptions of these practices. 

In the previous sequence, one can see movement between descriptions of 
the past and understandings about someone’s motivations in the present. 
Chris reveals his father’s abuse many years ago. Chris’ challenge and its 
insight are profound. What his speech lacks in coherence is redeemed by its 
intensity. 

T: So, it's as if you're sayingy ^Tm paying you back. I remember 
when you hit me when I was small. " 

C: And you won't hit me nozv. 

Gaining retribution for another’s past behaviors (Liddle & Diamond, 1991) 
is a familiar theme in clinical work. Working for forgiveness® is the clinical 
goal with persistent retribution themes. Some clinical researchers have 
termed materials of this nature core conflictual relational themes 
(Luborsky & Grits-Gristoph, 1990). The conflict in segment three is an 
example of how conflict among family members involves multiple layers 
of content (\^uchinich, 1987). 

Conflict resolution has been found to vary as a function of, among other 
things, the topic of discussion (Smetana, Yau & Hanson, 1991). Clinical 
experience suggests the content area pertaining to retribution and its 
antidote, forgiveness, is a complex discussion topic and not amenable to 
straightforward resolution. However, these areas get a high priority in the 
clinical model. 



® There are degrees, stages, and multidimensional aspects of forgiveness. Forgiveness is less 
an event and more a process that must be understood in a developmental, temporal context. 
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Segment Four: Working an Emotion-Related Theme and the Interrelationship of 
Empathy and Constructivism 

T: [to Chris’ father] Ray^ I idealize that you're goin' through hell light 
now. 

F: Not really j Tm coming back. 

T: Okay. Good. When Chiis hits you, according to the best way that 
he has this stuff put together in his head, with every pu7ich and 
every kick he is saying, ‘‘This is a payback. ” 

Identifying the retribution theme is only a first step. The following shows 
how these first-level constructions are transformed and worked in a session. 

F: Yeah, it pi'obably is. 

T: So, how do you make sense of that? 

F: / don't make any sense out of it. 

T: He may never say it, but it's like this kick is for when I was 7, 
this punch is for when I was 8. He remembei^s some bad things 
have happened between you and him. He's saying, “That hurt me 
%vhen that happened then." And he's saying, “It still hurts me 
now." [pause] I'm not justifying what he's doing, but I am trying 
to make your son's language clear. Many times, he speaks a different 
language than zve speak. No? 

C: It's not a good language, that's what I was sayin'. 

T: Well, no it's not. Do you know what I'm saying, Ray? 

F: Yes. I know what you're saynng. 

T: U^en he kicks you, he says, “Screw you," but he also says, “Tm 
hurt. And you hurt me. And Tm gonna hurt you back. And Tm a 
big boy now, really big. " 

C: Tm not that big. He's bigger than me. 

T: [again to Chris’ father] So, see what Tm saying here? What Tm 
trying to get at is, “What is your son's way of talking, what is his 
language?" 

These passages reveal deeply felt emotions. One clear target of change is 
the adolescent’s behavior itself. However, another target focused on in this 
sequence, Chris’ father, is equally important. It is important to use Ray’s 
role as a parent to reach him. Adolescent participation in decision making 
(Smetana, 1988), development of the responsiveness (Baumrind, 1991) or 
empathy (DLx, 1991), dimensions of parenting, and the role of communica- 
tion of respect to one’s teenager (Steinberg, 1990) are other examples 
research literature identifies as having rich clinical implications. In this 
vignette, establishing different meanings about Chris’ behavior is used to 
instigate processes that can “unfreeze” his father’s perceptions and feel- 
ings. This would position Ray to perceive his son’s new behavior. 

Distinguishing between creating a new understanding of Chris’ beha\dor 
and appearing to take a position that might be construed as excusing the 
problem behavior is primary to this process. The seriousness of the problem 
behavior must not be diminished. 
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The therapist interprets Chris’ remarks to his father: ‘Tie says screw you, 
but he also says I’m hurt. And you hurt me. And I’m gonna hurt you back.” 
Chris was frequently described as a timebomb ready to detonate. Therapy 
involved debunking these dramatic notions, making Chris’ behavior more 
functional and understandable (but still not an acceptable response to the 
circumstances). 

Both the adolescent and parent are told that their current way of trying to 
get what they want and expressing complaints is ineffective. Adolescents in 
particular are then able to sign on to an agenda that avoids “fixing the 
teenager.” 

Segment Five: Ushig an Out-of- Session Crisis To Work a Core Interpersonal 
Theme 



This segment shows how a recent between-session crisis is employed to 
work key themes. The event is used to reintroduce a primary theme — belief 
and trust. Inherent in this discussion is the role of the family’s past as an 
influence on emotions and thoughts in the present. 

This event is addressed with several goals in mind — the need for (1) 
reattribution work, (2) a different emotional reaction, and (3) development 
of behavioral options for the future. The out-of-session event, despite its 
high emotionality, presents an opportunity to rework the ineffective problem 
solving. A thorough understanding of the terrain of how negative emotion 
inhibits problem solving, as Forgatch (1989) and Patterson, Reid, and 
Dishion (1992) provide, for example, is helpful for a clinician entering into 
a sequence of this nature. 



T: 



F: 



C: 



F: 

C: 

T: 

F: 

C: 

F: 

C: 

T: 



C: 



So, part of what Fm getting at here, Ray, is that I want to claiify 
Chiis' languc(ge. Do yon think there's anything else that he's 
saying to you? 

[to Chris] It's just that I don't believe %vhat you were saying to 
me yesterday, [sarcastically] That you owe some drug dealer 
$135. 

Why do you think my mouth was bleeding for 4 days since I got 
hity man? I won't pay him; I already had somebody take care of 
hiniy so it's no big deal no%v. 

Okayy but the thing is, / don't have $135 I can loan you. 

Yeahy it's all light. 

[to Chris’ father] Stay with what you were saying. See, you're 
onto something good. 

The fact is, / did not believe him. 

All light. 

You have conned me in the past. You've even admitted this. 
Wdien? 

[to Chris, who is becoming agitated] //ere, sit back. He's not 
finished. [The therapist moves closer to Chris and puts his arm 
around Chris’ shoulder.] 

He %vas clone talking. 
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T: No, he's not done talking. Wait, [to Chris’ father] You do not 
believe him because of... [The therapist offers an incomplete 
sentence for the father to complete, as a way of drawing him 
back into the conversation.) 

F: Past expenence. 

T: Past expenence. 

F: Yeah. 

C: I... 

T: [to Chris] Not yet. [to his father] Keep going. 

F: / make my decisions from past expeiiences. 

T: Right. Keep going. 

F: / thought, to tell you the truth, that you were conning me again to 
buy some drugs, since you have done it before. 

C: Can / say something? You want to give me a di'ug test right now 
so / can prove to you I didn't do no di'ugs? And I was scared, 
man, / didn't zcanna come to you, man, because I knew what 
you were gonna say. You already kicked me out of the house. 
[Chris’ mood is changing, and he becomes more agitated and 
angry.] Only reason I came to you, I was scared. Pm sorry I 
stooped to your level because I was scared, but I was. I won't 
come to you anymore. 

T: [trying to slow the pace down and looking for a way to use the 
new details that have emerged] Okay, that's interesting. 

C: / don't like to admit I'm scalded, but I was. 

T: [to Chris] Do you understand what your father's saynng, I mean, 
is that so unreasonable? 

It is important to help Chris understand and gain perspective on his 
father’s point. In a clinical population, perspective taking is a prime goal. 
Next, with Chris’ acknowledgment (*T don’t like to admit I’m scared, but I 
was”), the conversation shifts. 

C: No. He... 

T: Do you understand that he said, *^My first take on this was that 
this kid is conning me"? 

C: Yeah, I can understand that. 

T: Okay, you can understand that, good. The thing that you said that 
was interesting is that you were afraid because... 

C: / don't like to admit I was afraid, but / was. 

T : Okay, why were you afixtid? Because there are people who can be 
pretty weird when it comes to owing other people money, and you 
could get hurt, and these people would make it clear to you that 
you are gonna get hurt? 

C: They ah'eady did. 

T: Ray, I know you didn't hear it this way, hut what this kid is 
saying — now admittedly, let's take this with a grain of salt, but 
let's say he's telling the truth right now. I want to get back to this 
thii^ of ‘^what's Chris' language." Okay? If he is telling the truth 
right now, his language is telling you, in a not-so-direct way, ^7 
came to you for support." Let's assume, again, that he's telling 
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the ti‘uthy he was fearfidy he was afraid. He came to his father for 
afonn of support and help^ and in a sense, pt'otection. 

F: And I let him down again. 

T: Is it possible that he is telling the truth about this? 

F: Oh, ids possible. 

T: Where are you right this instant with this issue? 

F: / think he probably zvas telling the truth. 

T: Really? 

F: But at the time, I didn't. 

T: / know. But, / want you to think deeply about this. I want you to 
really search your soul right now. I don't want you to be aft^aid to 
say, ^AVell, 90 percent [of me] says truth, but 10 percent... Tm 
still unsure." What do you think: 90, 10? 

F: [to Chris] Let's put it this way, I always want to believe you. I've 
ahvays tried to believe that what he's saying is the timth. But then 
I see the facts afterwards, and hozv things zceren't true. 

T: Right. 

F: So, I'd say — I'd say 80, 20 that I do believe him. 

T: Good. See, this is an impoitant lesson for Chris. I think it's very 
important for him to have an undei^standing of what your position 
was. Why shouldn't he understand that you will find it hard to 
trust, you who have been bmmed. When he was doing a lot of 
drugs and was really screzved up, he wasn't the same person; he 
was lying, he was kidding you, other people, himself most of all. 
But yesterday, that was an interesting event to try to make sense 
of. I mean the tragedy of it was that, again, the language was so 
unclear. I really hear him saying, “I came to you for help. I was 
afraid. " 

F: Yeah. 

T: / think it's interesting that he did come to you. 

This segment highlights how to modify extreme stances — all-or-nothing 
thinking and feelings characteristic of a parent-adolescent impasse (G.S. 
Diamond & Liddle, 1996). 

T: You flashed back in time; you've heard this before. 

F: Exactly. 

T: You thought of half a dozen other incidents where this boy came to 
you and you reacted. It was like if a person hits his knee like that, 
see [therapist hits his knee], it jumps; it's a reflex. You had no 
conti'ol when he asked you for the money, especially given the 
way that he asked you — it was absolutely tenible. Again, his 
language was lousy. See, he was stuck in the past, too. You were 
stuck in the past with that reaction, but he was stuck in the past, 
too. Because he couldn't make clear what was goiiig on with him 
zvhen he asked you that. 

Here, both father and son are portrayed as having had a “relapse’’ in the 
way each handled this event. Ray is challenged not to be a prisoner of his 
past perceptions and feelings about his son. Chris’ challenge applies to his 
timing and methods of accessing his father. 
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These processes are difficult to change. The therapist is intervening at the 
intersection of emotion-appraisal, emotion-experiencing, and emotion- 
expression. Various researchers have described the predictability of these 
processes. For Shaver and colleagues (1987), “Once one of the basic emotions 
is elicited, its characteristic action tendencies, cognitive biases, and physio- 
logical patterns seem to arise automatically unless they are countered by 
self-control efforts’^ (p. 1080). In the clinical situation described here, the 
self-control and interactional control mechanisms have not functioned for 
some time. It is this process that the therapist seeks to interrupt and 
replace. 

The following sequence again employs relapse framing as a platform for 
change. 

T: So, where did the^fight end between the two of you? 

F: You mean today? 

T: So, yesterday there wasn't any fight? 

F: iVo, there wasn^t any fight yesterday. Today ^s when we was 
cornin' on the freeway. He was... 

T : And that zvas about the money. 

F: . . .goin' off about his hair and stompin' the car. But pullin' 

somethin' like that when I'm pullin' onto the freeway; I'm lookin' 
for merging traffic. 

C: I'm sayin'j even if we're stopped I shouldn't of did it. I'm sayin' 
I'm wi'ongy but I'm sayin' that's how it happened. 

T: Okay, that's good, [pause] It's too bad things don't happen the 
way we really think they ought to happen. Things like change. [To 
reengage Ray in the dialog, the therapist looks to Ray and again 
uses an incomplete sentence, cueing Ray to complete it.] 
Because we would like a world where when somebody says 
they're gonna change. . . 

F: They change. Right? 

T: [to Chris’ father] They change. So, today, you Imve to live 

through something that triggers soine terrible things for you, really 
tenible things. It sends you back. See, he had a relapse today. 
When he goes off like this, gets angry, stomps in the car. [to Chris] 
Do you know what a relapse is? 

C: Yeah. 

T: It's like you got the flu, you're feelin' a little bit better, then all of a 
sudden, you feel sick again. Okay, you know wimt it is. [now to 
Chris’ father] So, today, he had a relapse. But, you had a relapse, 
too. Because your relapse is characterized by tremendous doubt 
about him. Right? Wdiat are the elements of the doubt? The most 
basic of it is, he hasn't really changed. What else? That he can't 
change? 

F: No, I think he can change. 

T: WTiat else? You're in a relapse, you're really feeling bad, ami 
he's just gotten finished giving you a good whack. So what is 
it characterised by? What else? 

F: / don't know what you'r^e gettin' at. 

T: You didn't believe in him in that moment. 
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F: / didn't believe in him when he kicked me in the aim? 

T: Yeahj you didn't believe that he could be different, that he was 
gonna be different. Here's the same old Chiis, he's just conned me 
out of money. 

F: No, what 1 was gettin' at is. I've seen [pause], okay, now I'll tell 
you what I mean by a relapse. 

T: Okay. 

F: I've seen this building up in him. When I picked him and his mother 
up, and he got in the car, he starts, “/ hate this haircut, I hate this 
car, I don't like this haircut," and he's goin' on like this, and he's 
goin' on, and I was havin' trouble findin' where you get on the 
highway. So, I finally figure it out and I go around, and then all of 
a sudden he stans on the car, and he's really goin', he could put 
his foot through that thing. I said, okay, here we go again, 'cause 
I've seen this same... 

T: Right. Okay, good. 

F: ...the same routine, how it all builds up. 

T: Okay, good. 

F: And it builds up, and then here I'm just lookin' to merge and he 
blindsides me. 

C: I'm not sayin' I was right, but soon as he said, **Here we go 
again," I went, oh, okay, he thinks it's gonna go again, might as 
well. 

T: Might as well then. Right? 

C: Right. 

This sequence relates to observations about the role of emotions in 
interpersonal events. From the perspective of emotions as influencers, 
“emotions have script-like properties that direct the organization of 
behavior” (Fischer, Shaver & Garnochan, 1989, p. 123). 

Kelley’s (1984) concept of intersituational processes is also illustrated in 
this vignette. For Kelley, “By their very location, the intersituational 
processes must, like Janus, the god of doors and gates, face simultaneously 
in two directions, toward the just-ended and the about-to-begin” (p. 92). 
This sequence shows the retrospective, present, and prospective implications 
of emotional expression in sessions. Knowledge of this lund helps the therapist 
broaden the discussion of the negative incident. The relapse notion is given 
a specific meaning. Both father and son contributed. Chris’ part of the 
relapse was his return to a problematic way of dealing with feelings about 
his father. His father relapsed, too. His negative beliefs about Chris were 
automatic, triggered in the heat of an escalating conflict. Ray’s belief in his 
son’s ability to change is, theoretically and in practical terms, important to 
Chris’ change. 

The therapist interrupts the automatic nature of the processing (“schematic 
emotional memory mediates emotional responding” [Safran & Greenberg, 
1991, p. 8|), as well as its pace, by developing different appraisals and 
responses. 
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A specific incident helps the therapist track down, give new meaning to, 
and rework the emotions around a core relationship theme. In this situation, 
there are four subtexts to this conversation/intervention. 

1. Dealing with emotional events is possible. (This is distinguished from 
control of one’s emotions.) 

2. Extreme positions can be avoided. 

3. The consequences of negative events of this magnitude hurt everybody. 

4. There are advantages for each person in not letting negative interactions 
escalate. 

Segment Six: hi-Session Outcome 

This segment occurs about half an hour after the baseline segment. The 
therapist plays a central role in changing the flow of emotional negativity. 

In these situations, a shift to a cognitive realm is not uncommon.^ The 
therapist says that he is “translating” for Chris. This method gives complex 
emotional themes a reference point in future discussions. 

The next segment illustrates something important about the nature of the 
therapist’s subsystem network with the adolescent. The therapist must be 
careful not to do the adolescent’s or the parent’s work for him. At the same 
time, particularly at the beginning of therapy, parents and adolescents 
cannot be expected to have the ability to bring up sensitive topics with 
great skill. 

T: Vm doing something that, ultimately, should not be needed, and I 
think, will not be needed — and that's tianslating foi' Chns. [to 
Chris’ father] Do you know what he was telling you with his very 
immature behavior? One thing that he was telling you was, “lb, 
Dad, it really sets me off when I hear your lack of belief in me. ” 

The word translating labels an important stage-specific therapy operation. 
The therapist first attempts to help Ray shift his view about the event and 
about his son. Sometimes, processing negative emotions yields more negative 
emotions. So, when negative emotions run high, it is necessary to begin 
work on important content of this nature from within the cognitive realm. 
The therapist ascribes a positive motivation to counter the narrow negative 
attributions and emotional response of Ray to his son. This treatment 
establishes complex frameworks about each family member’s behavior. From 
this base, emotions contextualize the past and provide motivation for the 
present and future. 



^ This basic intervention strategy, knovvii as a shift intervention (Lidclle, 1991), has been 
identified empirically through a discovery-oriented process research method (G.S. Diamond 
& Liddle, 1996). 
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T: He seems like such a bully sometimes^ but there are obviously 
other sides to him. 

F: He has a very good side. 

T: [to Chris’ father] It doesn't come out sometimes. He'll get better. 
But at that moment^ what he basically says to you is, “It shattered 
me that you didn't believe in me, that you thought the bad stiff 
was coming again. " And then, from that point forward^ he loses 
it, and gets veiy childish: “Oh yeah, so you think it's gonna happen, 
I'll show you it's gonna happen. " Then it's too late. But it's very 
interesting what he said. That should make you feel that your 
opinion is important to him. Certainly, your support and your 
belief in him are important to him. [to Chris] Are they not 
imponant to you? 

This content elaborates on the “translating” theme. Attachment theory and 
research inform this intervention. To Chris, the importance of his father’s 
emotional connection to him is stressed. The final statement intensifies and 
focuses the issue, making sure the father and son understand the new 
meaning being developed. The therapist’s question to Chris, referring to 
Ray’s belief in his son, “Are they not important to you?” creates a personally 
meaningful and interpersonal in-session experience. 

As to whether his father’s overt concern is important to him, Chris sa>^: 

C: It is, but a lot of times I act like it's not, and I say, “f you, I 

don't care zvhat you say. ” I really do care. The only reason I say 
that is because, you know, I feel like you don't [support or believe 
in me] so I just — / don't do what you want. 

Chris acknowledges the importance of his father’s support and belief. He 
reveals something critical — sometimes he acts as if this connection is not 
important. Attributing rejection and disconnection to his father (a common 
interpretation), Chris protects against future hurt and disappointment. 

F: You know I do care. Right? 

C: Yeah, most of the time. 

F: Sm e I do. 

C: I'm not gonna say always, because I don't feel like it's always. 

Although Chris acknowledges some of the father’s support, he does not 
withdraw his complaint. Father and son experience the possibility of negative 
and positive feelings coexisting. The father reiterates a clear statement of 
caring for Chris. This is important to note because, although these segments 
showed cognitive aspects of emotion, MDFT deals with a number of realms 
of human functioning. 

Good moments^o in therapy (Mahrer, 1988) are way stations, returned to 
later for elaboration and further work. As is the case with aspects of MDFT, 



The “good moments” method seeks to answer the question: “Given eertnin in-session 
patient eonditions or states, what therapist operations or methods are useful in helping to 
bring about what kinds of very good moments of in*session patient ehange, improvement, 
movement, progress, or proeess?” 
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these achievements are wholes and parts. This segment shows how escalating 
negative interactions and relationship themes can become more complex 
and be dealt with directly and positively with a therapist's help. 
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VI. Procedural Steps: Implementing MDFT — 
Facilitating Key Therapeutic Processes 



Establishing Priorities and Making Decisions 

Setting sequences, steps, and content is necessary to help therapy progress. 
Key guiding questions, such as ‘Am I focusing on the right content here?” 
or “Is the affective realm in which I am operating on target?”, help the 
therapist with moment-to-moment decision making in sessions. Therapists 
enter each session with a specific agenda; throughout the session, the style, 
content, and focus of the therapist are adapted to accommodate feedback 
about family members’ reactions to the session’s events and to the therapist. 
The ground rules for being attentive to and reading feedback can be made 
explicit and depend on sound personal judgment under difficult conditions 
(Liddle, 1985). 

Therapeutic Alliance 

Attachment, reformulated to fit the developmental period of the second 
decade of life (i.e., adolescence), has been an important content area in 
MDFT (Greenberg, Siegel & Leitch, 1983). The clinical corollary^ of attachment 
is the therapeutic alliance. MDFT places primary importance on the 
therapeutic alliances between therapist and parents and between therapist 
and teenager. 

Additionally, alliances must be established with those persons outside the 
family who are influential in the teen’s life, including school and juvenile 
justice personnel. 

These are separate relationships that must be cultivated independently and 
often differently. (See Adolescent Engagement Interventions on page 62 
and Parenting Relationship Interventions on page 107.) 

The initial engagement of the therapist and adolescent, therefore, must 
focus as much on bonding and cohesion as on authority and limit-setting. 
The therapist accomplishes this, in part, by instituting the developmentally 
derived expectations of the teenager that may have been abandoned by the 
parents. The therapist attempts to access areas of the adolescent’s competence 
and interpersonal skill, which serve in small ways to facilitate the teenager’s 
development and also build a foundation for later parent-adolescent com- 
munication. The alliance of the teenager and therapist is, at its best, 
therapeutic in and of itself. Moreover, this relationship also ser\^es tnmsitional 
functions. It is a bridging context that prepares the teenager for more 
constructive interchanges with the parents. Thus, the therapeutic relationship 
is a holon (Minuchin & Fishman, 1981), having both whole and part functions.^ 



^ The preparatory aspeet of the therapist-adoleseent relationship is similar to the therapist- 
parent relationship. Although different skills and eontent are involved, the general prineiples 
of whole and part funetions of the relationship still hold. 
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Linking as a Mechanism of Change 

MDFT conceives of therapeutic change as being multiply determined. 
Connecting in-session phenomena across sessions reinforces therapeutic 
continuity. Efforts at generalizing gains made in therapy to the “real” world 
are enhanced by linking in-session events to tasks for out-of-session change. 
This is accomplished by linking sessions or parts of sessions across and 
within sessions to the out-of-session arena. (See Interventions with other 
family members on page 31.) 

Use of Self by the Therapist 



Key Concept: 

When modeling for parents, a therapist might adopt the role of an 
extended family member, specifying age-appropriate expectations for 
teens and providing ways for them to meet these maturity and 
competence demands. 



In part, therapists function as temporary members of a teen’s extended 
family, supplementing the natural functions of the family by pro\dding a rich 
relational environment with age-appropriate developmental expectations. 
The therapist must respectfully expect from the teen and the family the 
developmental or interpersonal skills that they have given up expecting. 

At times, the therapist may choose to focus on his or her relationships or 
alliances with the adolescent or the parent. This use of self by the therapist 
is constituted by a willingness to address the therapeutic alliance. These 
moments illustrate the sincerity and credibility that have been established 
between the therapist and the parent or adolescent. The therapist draws on 
this capital in times of crisis. 

Incremental Change 

This approach focuses on a successive approximations new of change, 
despite the fact that change can be defined as having both continuous and 
discontinuous elements (Liddle, 1982); that is, this approach focuses on 
working and framing change for family members as a series of small steps. 

Therapist Improvisation: Shifting Domains of Operation 

In a therapy session, the therapist intentionally shifts the focus from one 
individual to another, from cognitive to behavioral to affective therapy, or 
from present to past to allow maximum flexibility for in-session work. WTien 
the therapist assesses that a particular approach is not working, he or she 
shifts the focus to another dimension, such as from the problem solving to 
the affective realm. For example, a focus on the past is often necessary to 
help adolescents deal with prior experiences of abuse, neglect, and loss. 

(See Case Example: Building a Relationship Bridge on page 119.) 
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Finding the Middle Ground 

The high level of emotionality that accompanies parent-adolescent conflict 
is often associated with extreme opposing stands that pit the parents and 
adolescent against each other, MDFT seeks to moderate such extreme 
stands. For example, in a crisis, separate sessions buy time until each party 
is helped to adopt a less extreme stance and becomes able to constructively 
address and communicate the strong emotions aroused by the parent or 
adolescent. 



O 
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VII. Guidelines for Subsystem Sessions 

The conceptual framework of the MDFT approach emphasizes conceptualizing 
individuals in a systemic manner. However, specifying the guidelines for 
the practice of a multiple-systems-focused therapy is complex. This section 
outlines the MDFT guidelines for maldng decisions about session composition 
as they pertain to indhidual sessions and on a week-by-week basis. 

Guidelines for Seeing Parents or an Adolescent Alone 

1. Build alliances. 

• With parents: “We can, together, come up with some things to do 
to deal with your son or daughter.” 

• With adolescents: “There can be something in this therapy for you.” 

2. Elicit and hear the story of the past or of the present. 

• Past issues can affect the present. 

• This is what people expect. 

• History is a way to learn about someone. 

• Be careful about orchestrating change too fast. 

• Assess the parents’ philosophy, style, and affect or assess the 
adolescent’s perspective on these same dimensions. 

• Assess the parents’ hopelessness and despair. 

• Develop the parents’ sense of themselves apart from being parents 
or the adolescent’s sense of himself or herself apart from being a 
son or daughter (Do they take care of themselves? of their 
relationships? of work?). 

3. Assess the functional level of the parents or adolescent. 

• If there are more symptoms — see the parents alone more; lower 
the level of family goals, craft more “individual” goals with parents. 
(They are frequently overwhelmed people who have a number of 
problems themselves — drinking, relationships, money, job stress.) 

• Stabilization is an acceptable goal. 

• Help parents and adolescents deal with each other. 
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4. Establish a theme. 

• Work hard, show up, prepare for some pain and upset or a 
relapse; teenagers are different from children; parents can still 
and need to influence teenagers; assess and influence assumptions 
about teenagers; don’t trj^ to control everything; choose your battles; 
themes of demandingness and responsiveness; parental and 
adolescent abdication; hopelessness; and despair. 

5. Establish, work, refine, and rework a theme with one person. 

• Should I forgive? Gan I forgive? What does forgiveness mean to 
me? Rekindle parental hopes and dreams, commitment, and love. 

• There are many avenues to change — all change in family therapy 
is not via enactment or cognition shifts. 

• Work with the self (the parent’s or adolescent’s). 

6. Prevent failure or embarrassment. 

• Parents may not be ready to talk with teenagers and are confused 
or isolated. 

• The urgency principle says that nothing is more important than 
keeping the client in treatment; the therapist cannot help if he 
or she does not have access to the parent and adolescent. iMways 
honor the “urgency principle” — breaks in therapeutic alliances in 
MDFT are often foreseeable and can be avoided via indhadual 
sessions. Sometimes, these are ad hoc minisessions conducted in 
relation to a whole-family session that occurred on the same day 
or evening. 

7. Prepare parents and adolescents for enactment, negotiation, or sharing. 

• Prepare the parents (keeping marital issues contained, if possible). 

• Soften affect. Establish a cognitive frame around an event. 

• Mobilize hope. The all-important decision to try again must be 
made overt and be negotiated with great sensitmty and compassion. 
Hope can be mobilized after a loss of commitment to parenting 
or to the welfare of one’s child. Seeing the parent or adolescent 
alone facilitates dealing with motivational issues as well as basic 
issues of empathy and compassion (see Dix, 1991; Dix & Grusec, 
1985). A therapist’s knowledge of a parent’s experiences and 
conclusions about his or her child is important for working with 
that teenager. The therapist’s work with the adolescent is then 
done with an appreciation of the context in which the teen must 
struggle to change the relationship of the adolescent and the 
parent. Conversely, hearing the teenager’s story (and helping to 
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rewrite it) is critical to the therapist’s work with the teenager’s 
parents. Just as teenagers are taught how to negotiate and 
communicate more effectively with their parents, parents are 
coached on the basis of this inside linowledge of the adolescent. 

8. Establish goals. 

• In the early stages, set the foundation; in middle stages, work and 
rework themes via enactment and tasks that provide continuity 
across sessions; and in later stages, consolidate (e.g., use cognitive 
sealing, affective recollections, behavioral troubleshooting, 
refinement). 

Guidelines for Seeing Parents and an Adolescent Together 

1. In the early phase, perform intervention and assessment. 

2. After at least establishing and accepting a minimal theme: 

• See the parents and adolescent together to establish, work, 
revise, and rework themes. Therapy is reworking and revising 
themes. 

• Give examples of themes (e.g., negotiating rights and 
responsibilities, reestablishing a connection in light of past 
hurts and disappointments) that have been set with each 
client alone. 

3. See the parents and adolescent together to establish a joint commitment 
to do something about mutual unhappiness or pain (goals of mutual 
empathy or perspective-taking). 

4. Give family members the opportunity to create new relational realities, 
to make new agreements, new plans for how they will be together or 
apart. 

• Small steps and agreements come first (the successive approximations 
philosophy). 

• Stress the importance of morale. 

5. Understand that experiments with change do not necessarily 
represent change. 

• Be careful not to overemphasize in-session events; they are 
important but not sole determinants of change. 

• Have a multidimensional view of change. Individuals change 
not only through new experiences of reality but also through 
understanding and contemplation. 






Appendix A. Key Terms and Abbreviations 



Multidimensional family therapy is a family-focused, developmentally based 
substance abuse treatment for adolescents (Liddle, in press). As an integra- 
tive treatment, MDFT connects to various therapeutic traditions, principally 
the structural and problem-solving family therapies of Minuchin (1974) and 
Haley (1976) and various forms of psychotherapy for drug abuse, including 
behavioral, cognitive, and experiential therapies. 

The version of MDFT tested in the GYT study consisted of 12 weekly sessions 
with the family and individuals in the family, as well as phone and case 
management contacts. Four areas, each with an empirically established 
relationship to the development and continuation of adolescent drug and 
beha\aor problems, are assessed: (1) the indmdual adolescent, (2) the parents, 
(3) the family’s interactional patterns and environment, and (4) the teen’s 
and parents’ interactions with influential extrafamilial systems, such as 
schools, the juvenile justice system, and peer and social support networks. 
Interventions derive from the multisystemic assessment of these four areas 
and are individualized to each case. Intrapersonal, interpersonal, and 
ecological aspects of the adolescent’s substance abuse and related behaviors 
are targeted for coordinated and sequential change. 

Organizing Terms 

Modules (see figure 2) are the (1) areas or realms of therapy, (2) different 
bodies of knowledge, (3) intervention locales, and (4) pathways to and 
mechanisms of change. 

Figure 2. The Four Modules of Multidimensional Family Therapy 



Adolescent module: The realm of therapy related to individual work with 
the adolescent throughout the three stages of MDFT treatment. 

Parent module: The realm of therapy related to individual or joint work 
with the parents, parental figures, or guardians throughout the three stages 
of MDFT treatment. 
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Family interaction module: The realm of therapy related to familial work, 
such as changing family transactional patterns, throughout the three stages 
of MDFT treatment. This work focuses on assessing and altering the 
relationships and interactions among family members. 

Extrafamilial subsystem module: The realm of therapy related to work with 
any system in the adolescent’s or parents’ social world. Extrafamilial systems 
may include the school, the juvenile justice system, the adolescent’s peer 
network, vocational or job training programs, medical providers or systems, 
and social service agencies. 

Theory-Related Terms 

Developmental orientation: A therapeutic orientation that includes general 
and specific aspects. At a general level, a developmental orientation is a 
deep sensibility on the therapist’s part that the problems in a youth and his 
or her family’s development thus far are of fundamental interest. Furthermore, 
because change and adaptation are the overall goals of therapy, developmental 
orientation reminds the therapist of a fundamental MDFT premise: Every 
aspect of treatment and of the therapist’s behavior aims to redirect the 
youth and his or her family’s development. 

The developmental orientation is actualized through learning about normal 
adolescent and family development and developmental psychopathology 
(how problem behaviors form and develop over time). These knowledge 
bases guide the interventions’ design. 

Ecological orientation: A therapeutic orientation in which all of an adolescent’s 
and his or her family’s psychosocial environments — those contexts that 
influence the teen’s and his or her family’s developmental outcomes — are 
included in the therapist’s case conceptualization and (whenever possible) 
intervention. 

Risk and protective factor orientation: A therapeutic framework in which 
the therapist’s detailed knowledge of the ingredients and determinants of 
good and poor developmental outcomes in families is used to formulate and 
implement therapeutic action (i.e., promote the kinds of states and interac- 
tional processes that enhance development and block those that are related 
to poor developmental outcomes). 

Figure 3 presents the conceptual package of a working relationship of three 
knowledge bases — normal adolescent and family development, developmental 
psychopathology (the growth and course of problems over time), and the 
risk and protective factor framework — and the change strategies and 
techniques assembled in the MDFT model. The knowledge orientation, 
change strategies, and most fundamentally a working theory of change are 
interdependent. Each of these realms is defined in relation to, and interaction 
with, the other. 
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Figure 3. Change Strategies and Techniques 




Risk & Protective FVictors 



Whole and part thinking: Each focal area within MDFT is considered a 
“holon” (Koestler, 1978) — both a whole and a part. Individuals are “whole” 
biopsychosocial organisms as well as “parts” of other systems such as families, 
work or peer systems, communities, and ethnic or racial group systems. 
Reductionistic clinical thinking and intervention occur when one of these 
perspectives is overused and others are forgotten or ignored. If a clinician 
emphasizes changing family processes and does not ask about, take into 
account, or try to understand how to change adolescent-peer processes, 
then reductionistic thinking and actions can occur. 

Reductionistic thinking is countered by viewing different systems of the 
teen’s world (and this includes intrapersonal and interpersonal systems) 
as interconnected and mutually influencing. These different aspects of the 
psychosocial ecology of the adolescent are “nested” structures — they are 
both wholes and parts, both systems and subsystems. These structures are 
nested or embedded in increasingly more complex and larger wholes. The 
multiple ecologies in which teenagers reside are both wholes and parts. A 
therapist’s job is to understand the workings of each system or ecology as 
both a whole and a part of something and to devise interventions that fit 
this conceptual framework. 

Whole and part thinking is at the core of MDFT. It can refer to how we 
think about people and also to the conduct of therapy. A session, for 
instance, has whole functions and is an important aspect of therapeutic 
work unto itself. It can also be seen as a part — something that is an out- 
growth of what has come before, refers to it, and prepares for some new 
piece of work that is planned or yet to come. 

Clinically Related Terms 

Family: Parents are central to an adolescent’s development. However, other 
family members, in addition to the parents or primary caretaker, often play 
key roles in drug taking and maladaptive patterns of teenagers. Siblings, 
adult friends of parents, and extended family members are taken into 
account during assessment and interventions. Individuals who play key roles 
in the life of the adolescent are invited to participate in family sessions, or 
sessions are held with these individuals alone. 
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Session: The term session has an expanded meaning in contemporary 
thinking about treatment programs and comprehensive psychosocial 
inter\^entions. A therapist’s actmties can be seen in terms of the therapeutic 
contact and the variations of therapeutic contact with a case (and the 
multiple constituents of a case inside and outside the family). Phone contact, 
for example, is a critical part of the MDFT approach. Also, sessions may 
take the form of an outing to a movie, a restaurant, or an adolescent-led 
guided tour of the teenager’s neighborhood. 

Subsystem work: Subsystem work is done in a meeting in which a therapist 
convenes the members of different parts or subsystems within or outside a 
family. The therapist might meet, for example, with only the parents, with 
the siblings together, or with the mother and son. A program explanation 
may best be accomplished in a family session, whereas therapeutic engagement 
is more effectively achieved in individual contacts. Working for a new kind 
of interaction among family members may require a combination of individual 
and family sessions that are implemented in a particular sequence. 

Break it down: This concept helps the therapist implement a strategy or 
technique. One reason that interventions fail is that they are not conceptu- 
alized in terms of their component parts. Using interventions or other 
techniques — building relationships wdth a teen, helping him or her 
become interested in prosocial pursuits, helping the parent address his or 
her hopelessness and despair, focusing on and facilitating in-session family 
interaction — requires the therapist to be able to conceptualize the process 
or to have a vision of the intended outcome before the event occurs. It is a 
form of rehearsal and planning in which the component parts and the 
sequence of a complex action — an intervention — can be mapped out and 
rehearsed before they are attempted. (See Storyboards later in this section.) 

Assessment domains: These are the domains of the adolescent’s and family’s 
functioning that MDFT therapists assess. They include family and peer 
relationships, individual psychosocial competence, communication and 
social skills, and academic and/or job functioning. 

Targets of change: These are important intervention areas of the adolescent 
or family’s functioning that the therapist identifies based on a multidimen- 
sional assessment. It is important also to conceptualize the change process, 
which consists of intrapersonal, interpersonal, and contextual interactions. 
A sequence of small changes leads to more difficult, larger changes. 

Pathways of change: The processes through which change occurs are the 
pathways of change. MDFT assumes that change in multiple domains of the 
adolescent’s life is both possible and necessary. Furthermore, using multiple 
pathways may be necessary to change the adolescent’s firmly entrenched 
drug-using lifestyle. 
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Mechanisms of change: The processes that facilitate change in the adolescent 
and his or her family are the mechanisms of change. A change mechanism 
maybe both an end in and of itself in one domain (e.g., an intrapersonal or 
indmdual realm of functioning) and a mechanism through which change is 
promoted in another domain (e.g., the interpersonal realm). Changes in 
parenting practices, an important outcome of treatment in the parenting 
module, are thought to promote change in the adolescent’s functioning. 

Themes: The subject of a discourse, discussion, piece of writing, or artistic 
composition is its theme. A theme can also mean a distinct, recurring, and 
unifying quality or idea and includes events and circumstances that have 
significant personal meaning to the client. A theme is representative of 
core or essential beliefs about oneself, about significant others, or even 
about how the world works. A theme in a therapeutic context represents 
a recurring “truth,” a consistency in or repetition of events, feelings, or 
outcomes of relationships. A summary statement or characterization such 
as I’m “a failure,” “a druggie,” or “a bad parent” are aspects of and conclusions 
about oneself that represent thematic definitions. 

Therapeutic alliance: The relationship that allows therapeutic work to 
occur is called the therapeutic alliance. MDFT clinicians must establish and 
maintain therapeutic alliances with the adolescent, the family, and multiple 
nonfamilial subsystems. These are separate relationships that must be 
cultivated independently and in different ways. An important ingredient in 
successful alliance formation is the discovery and discussion of topics that 
are meaningful to each party. 

Shift strategy: When a therapist needs to change or shift an unproductive 
(negative, blaming, unfocused) session into a more productive zone — one 
that is in accord with the session or treatment’s goals — shift strategy is 
used. A shift in the mood, focus, content, and direction of the session is 
offered when the therapist sees a lack of harmony betw^een what is happening 
and what needs to happen (to facilitate change). 

Storyboards: Session plans that flow from the case conceptualization and 
are articulated in the mind of the therapist before the session starts are 
called storyboards. Storyboarding is a planning device: It is a useful way to 
visualize the steps in facilitating an in-session (short-term) outcome. 

A session in the middle phase of treatment often has three steps: one can 
think of it as a three-act play. The first act sets the stage. Individual sessions 
with a parent or teen may determine the agenda and develop the details to 
be worked on in a joint session. The second act may attempt to develop the 
issues that have been unresolved to date in a face-to-face (parents and 
teenager) session, to advance the way in which these issues have been 
addressed, and, if possible, to make concrete progress in resolving these 
issues in a reasonable, step-by-step manner. The third act may involve closing 
up the work for that day (“We’ve made good progress but we’ve taken this 
as far as we can today”) and setting the stage for the next attempt at mo\dng 
the issues along, which may occur between sessions or at the next formal 
meeting of the participants. 
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MDFT principles: Principles are basic assumptions: important underlying 
laws required in a system of thought. The principles of MDFT refer to the 
basic way in which the MDFT approach works. These are predetermined 
clinical thought and intervention rules that guide the MDFT clinical 
orientation and behavior. These principles imply what a therapist is to do 
(i.e., prescribed behaviors) and not to do (i.e., proscribed behaviors) in 



Case management: This is a collaborative process that assesses, plans, 
implements, coordinates, monitors, and evaluates the options and services 
required to meet the adolescent’s and family’s needs using communication 
and available resources to promote quality outcomes. Case management 
and therapy are integrated in the MDFT treatment program: Case management 
is therapeutic, and therapy addresses practical everyday concerns and life 
problems. 



MDFT. 




ERIC 




Appendix B. Administrative Issues in 
implementing MDFT in CYT 

Susie Panichelli, Jodi Johnson Leckrone, Guy Diamond, and 
Howard A. Liddle 

Treatment 

Therapist Training, Supervision, and Protocol Monitoring 
Roles of clinical coordinator and supervisor 

The clinical coordinator (GG) monitors the implementation procedures and 
quality assurance measures for the MDFT intervention. A senior therapist 
with training and skill in the MDFT approach provides clinical supervision 
of MDFT therapists on a weekly basis. The GG fulfills all other responsibilities 
related to this position other than routine weekly supervision. These 
responsibilities include, but are not limited to, monitoring quality 
assurance, monitoring the intervention protocol, reviewing and rating 
MDFT tapes on a therapist’s adherence to the protocol, training in and 
super\asion of all process measures, daily crisis-oriented supervision as 
needed, case management, and administration and oversight of all clinically 
related issues. 

Supervision goals 

The goals of super\ision and monitoring of interventions are to ensure a 
baseline of quality care and minimize cross-site differences in the delivery 
of the inter\^ention. 

Supervision schedule 

All MDFT therapists receive 1 hour of individual supervision weekly. 
Therapists at the main site receive face-to-face supervision, whereas remote-site 
therapists receive individual supervision via phone calls. In addition, there is 
group supervision once a week with all main-site MDFT therapists’ meeting 
together with their super\dsor and remote-site therapists’ phoning in on a 
speakerphone conference call. Furthermore, therapists are welcome to sit 
in during their colleagues’ individual supervision, should they desire. 

All supervisors are available at other times for phone supervision during a 
crisis or difficult clinical situation. In addition, the GG is available to all 
therapists for crisis situations. 

Cross-site standardization 

The MDFT GG visits sister sites to monitor the implementation and fidelity 
of the model. These site visits involve review of the onsite quality assurance 
and monitoring procedures, records review, and, where appropriate, direct 
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observation of treatment activities. Additional visits are scheduled if any 
problems arise related to model fidelity. 

Therapist training 

Centralized training in MDFT occurs with GCs and therapists involved with 
the model and uses lead trainers and work group members who are integrally 
involved in the design of the interv^ention. It is conducted by an MDFT- 
trained therapist and the MDl^ supervisor. The formal training is \adeotaped 
to orient any new therapist or CC who joins the project. The training pro\ddes 
detailed orientation to the clinical protocol that is used in the delivery of 
the intervention. The use of onsite principal investigators and other senior 
staff and consultants who are acknowledged experts in their particular 
intervention helps ensure that a high level of competence and enthusiasm 
is conveyed to the therapists who are implementing the MDFT interventions. 

Quality Assurance of Treatment 

Certification 

The GG is responsible for monitoring compliance with common standards 
set by the GG and intervention-specific standards established by the manual 
work groups. Monitoring involves a 100-percent re\dew of cases until each 
therapist achieves the desired quality and competence defined for each site. 
A therapist’s certification in MDFT is determined in consultation with an 
expert in the model, the principal investigator, coprincipal investigator, 
supervisor, and GG. The MDFT supervisor discusses all sessions and provides 
feedback in weeldy supervision meetings. Once the desired quality standard 
has been reached, the therapist is certified. 

Gertification of MDFT therapists requires six steps: 

1. Therapists are required to provide written anal>^es of four videotaped ses- 
sions. They are asked to critique the material, judge the incorporation of 
the ideas and methods outlined in the manual, and integrate the relevant 
model-specific theory within the analyses. These analyses are re\1ewed by 
the principal investigator, the coprincipal investigator and chief developer 
of MDFT, and the MDFT clinical supervisor. Therapists receive feedback 
about their analyses during supervision. 

2. Therapists are required to study the manual. The comprehension level 
required is parallel to that necessary for preparation for a licensing 
examination. Therapists are asked to complete readings in addition to 
the manual, such as journal articles and book chapters on drug abuse, 
family therapy, tmd adolescent and family development. The MDFT supeivisor 
informs the therapists of these readings and works with them to integrate 
their content into their MDFT clinical expertise. 

3. Therapists present cases to their supervisor in a case-formulation format. 
This process involves the therapists’ studying and presenting their own 
videotapes. The format for this work is presented in appendix G. 
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4. The principal investigator, MDFT supervisor, and GG, in consultation 
with the coprincipal investigator and chief developer of MDFT, re\iew 
30-minute segments of three different sessions for each therapist. Then 
they rate the therapist’s competency levels using the MDFT competency 
measure (Hogue et ah, 1998), which is similar to the MDFT postsession 
measure. Therapists receive feedback on these evaluations during 
supervision. 

5. Therapists are rated on a three-point scale (MDFT competency measure) 
concerning different elements of the MDFT intervention. To be certified 
proficient in the model, therapists must score at least a two on each 
intervention. 

6. As this feedback, as well as feedback on the therapist’s job performance, 
his or her handling of the three pilot cases, and his or her behavior and 
performance in super\ision, emerges, the supervisor tailors the skill 
and model acquisition process to the therapist’s strengths and areas in 
which improvement is needed. 

Treatment adherence 

Therapists implementing MDFT audiotape and videotape all sessions. After 
the therapists are certified proficient in their specific model, the GG continues 
to review and rate a sample of tapes (two sessions per month for each 
therapist) to ensure continued fidelity of the local intervention. The GG 
reviews the tapes of all MDFT therapists and completes the quality assurance 
measure to ensure that the intervention is being applied uniformly as 
intended. Therapists must be rated at a level of two or above on a three-point 
scale for various components of the intervention to be considered compliant 
with the MDFT protocol. 

Written documentation 

Therapists complete service logs to document all patient contacts and sendees 
pro\dded. The logs are re\dsed weeldy to check for staff differences in treatment 
delivery. Therapists also complete a postsession measure after each session. 
The GG re\dews the therapists’ ratings on postsession measures weekly. A 
selected sample (two per month per therapist) is re\dewed for quality assurance. 
That is, the GG completes the postsession measure while reviewing a 
previously taped session. The two ratings (of the GG and therapist) are then 
compared for agreement on implementation of treatment-specific interventions 
during the session. 

Chart review 

Glinical charts are reviewed by the GG and project coordinator in a weekly 
indhddual meeting with each therapist. This weekly review allows senior 
staff to closely monitor treatment documentation and case flow, maximize 
standardization, and ensure the completion of charts. 






Multidimensional Family Therapy for Adolescent Cannabis Users 



Project Clinical Meetings 

Weekly administrative meetings in which the GG, project coordinator, and 
indhddual therapists monitor protocol implementation occur each Monday. 
Gharts are reviewed to (1) ensure proper documentation, (2) ensure that 
measures are completed at the appropriate times, (3) monitor the number 
of sessions completed, (4) monitor the retention of patients in treatment, 
and (5) discuss various daily maintenance issues related to the treatments. 
Gase management issues and crisis management are also discussed at this 
time as necessary. This meeting is not for clinical supervision; that occurs 
in separate weekly supervision meetings with another supervisor. 

Weekly meetings for all clinical staff to address issues relevant to all clinical 
staff occur on Mondays. 

Common Treatment Issues 

The following are common situations or problems that arise in treatment. 
Most can best be managed by skillful screening and assessment and the 
clear communication of expectations and rules for participation. 

Missed sessions 

The number of sessions attended by each participant will be recorded to 
measure the effect of treatment dosage. No formal makeup procedures are 
used when participants miss sessions. Sessions may simply be rescheduled. 

It should be noted, however, that treatment is time limited rather than 
session limited. Therefore, if a patient misses sessions for a few weeks, the 
period allotted (12 weeks) cannot be extended. Only in extreme circumstances 
will treatment be extended for a maximum of 2 weeks with permission from 
the GG. 

Lateness 

Therapists may still meet with the patient if he or she arrives late. If the 
therapist has time to see the patient for a full session, the therapist should 
do so. If the therapist has time to see the patient only for the remaining 
time of the scheduled session, the therapist should see the patient for that 
amount of time. 

Participants showing up high 

Participants who are under the influence of alcohol, cannabis, or nonprescribed 
drugs are not allowed to participate in treatment that day. This situation 
calls for further assessment of the need for detoxification, notification of a 
parent or guardian, and evaluation of potential threats to public safety. 

Threat of harm to oneself or others 

Participants’ threats to harm themselves or others are evaluated and 
brought into clinical supervision by the therapist. Supervisory re\dew helps 
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determine the best clinical response and the ethical or legal duty to warn 
someone or intervene. Threats to harm oneself or others should trigger an 
immediate reevaluation of a problem’s severity and modality placement. 

Participants receiving collateral services 

Participants receiving concurrent ser\aces from other agencies are able to 
participate in GYT. These additional services should, however, be documented 
so that they can be ev^aluated as a potential confounding factor related to 
treatment outcomes. 

Abstinence 

Abstinence is the desired treatment outcome; however, the requirement for 
participation includes either a commitment to the goal of abstinence or a 
willingness to reevaluate the relationship with cannabis and its consequences. 

Dropped cases 

A patient is dropped from the treatment program after three consecutwe 
no-shows and no substantial contact with him or her. In addition, if a 
patient or family member does not attend a session in 4 weeks, the case is 
dropped. 

Confidentiality 

Data Storage and Stajf Access 

Each case has two charts. One contains all the research data, and the other 
contains clinical information relev^ant to the ongoing treatment (i.e., 
progress notes). All data related to research questions are kept in the case 
research file that remains in the research office. This file contains the measures 
completed during the assessments as well as the measures completed during 
treatment (e.g., working alliance inventory). Clinical charts are kept in a 
locked file cabinet in the research office. Therapists may sign out charts 
and bring them to their respective offices as long as the files are kept in a 
locked file drawer when not in use. Therapists may hold onto the charts for 
the entire day but must return all charts at the end of the workday. 

Access is monitored through the use of signout sheets. WTienever someone 
pulls a chart, he or she must sign for it. The signout sheets include the case 
number, name of person signing out the chart, date of sign out, and date of 
return. There are two signout sheets, one for clinical files and one for 
research files. The signout sheets are located in the research office in the 
file cabinets holding the charts. 



Wlien a case is closed, the research and clinical charts are moved to another 
locked drawer designated specifically for closed cases. 
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I Audiotape and Videotape Storage and Access 

iVll sessions are audiotaped, and some are videotaped. Tapes are stored in 
j a locked storage closet. Access is monitored through the use of signout 
i sheets. Wdienever someone pulls a tape, he or she must sign for it. The signout 
I sheet includes the case number, tape being pulled (e.g., session number), 
j name of the person signing out the tape, date of signout, and date of 
j return. The signout sheet is located on the inside of the door of the cabinet 
j in which the tapes are stored. No tapes are allowed to leave the premises 
: other than those sent to the supervising sites. 

When tapes are sent to other sites, they are addressed to the GG at the 
particular site. Tapes do not include identifying information other than 
i participant, site, and therapist identification (ID) numbers; session number; 
j and session date. 

Participant ID Numbers 

Each file is labeled according to a given case number rather than by the 
I participant’s name. Gase numbers are preprinted on labels by the coordinating 
I center and are placed on all measures. WTien cases are discussed, names are 
i not used; rather, participants are referred to by their case numbers only. 

Crisis Procedures 

j iVll participants are given a 24-hour emergency number at intake. Should a 
I crisis occur during an assessment or therapy session, there are several steps 
: the research assistant or therapist should take, as described below. 

Assessing Suicidality and Threat of Harm to Others 

I The therapist should thoroughly assess the mental status of the individual. 

I • Is the participant passively thinking about harming himself or 

j herself or someone else, or is there a clear intention? 

• Does the participant have a plan? 

• Does the participant have the means to carry out this plan? 

• Has the participant ever tried to harm himself or herself or 

i someone else? 

i • Does the participant have outside resources to help him or her 

i through this crisis? 

i Once this assessment is made, the therapist should help the participant 
problem solve through the situation, think of alternative solutions, and try 
I to get the participant to make a commitment to safety for a determined 
i amount of time (e.g., can he or she make it through the next 24 hours 
without doing anything to harm himself or herself or someone else?). 
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If the participant commits to safety 

• Talk to him or her about notifying his or her parents of the 
discussion. Gall the parents to inform them of the participant’s 
vulnerability. Also, talk to the participant about other resources 
available in a crisis. Make a plan of what the participant will do 
for the next 24 hours to guarantee safety. 

• Notify the crisis hotline of relevant background information or 
special clinical instructions if there is a reasonable concern that 
a participant may need to access emergency services after 5 p.m. 

• Gall the participant at home within 24 hours to ask for an 
additional commitment to safety. Make a concrete plan of what 
the participant will do over the next few days to guarantee safety. 

If the participant does not commit to safety 

If the participant cannot think of alternative solutions and cannot make a 
commitment to safety encourage the participant to admit himself or herself 
voluntarily to an inpatient unit. 

If a patient refuses inpatient admission 

If the participant does not agree to be admitted and cannot commit to safety 
call security to come to the treatment room and notify the parents of the 
participant’s intentions. Try to keep the participant on the premises and 
notify the on-call psychiatrist of the need for a psychiatric consultation. 
Together with the crisis clinician, decide whether an emergency psychiatric 
evaluation is indicated and whether the participant requires an involuntary 
hospitalization. 

If the participant leaves the treatment room without committing to safety, 
immediately notify security, the police, and the participant’s parents. Gall 
the participant’s home periodically to stay informed of the situation. 

Phone Crisis 

If a participant calls with a crisis, first determine his or her location. Then 
follow the instructions under Assessing Suicidality and Threat of Harm to 
Others above. 

If the participant commits to safety 

Follow instructions listed under Assessing Suicidality and Threat of Harm to 
Others. 

If the participant does not commit to safety 

Gall the police at 911. Explain the urgency of the situation and insist that 
they go to the participant’s location. 
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If there is a threat of violence 
Immediately call security. 

If the participant has contraband (e.g., weapons and drugs) 

Immediately call security. 

Therapists should feel free to call on their supervisor or another member of 
the clinical staff at any time for supervision, backup, or confirmation of how 
to handle a situation. 

Deciding on a Higher Level of Care 

Over the course of treatment, some participants may need a higher level of 
care. If the therapist suspects a participant needs to be in a higher level of 
care: 



• The question should be discussed with the therapist’s supervisor. 

• The decision on the most appropriate course of action should be 
made with the super\isor. 

• If the decision is to refer the adolescent to a higher level of care, 
the therapist should discuss this with the adolescent and his or 
her parents. An active referral should be made (call the referral 
source, schedule the first appointment, and perhaps even go with 
the adolescent to the facility if it seems appropriate). 

• If the decision is not to refer someone to a higher level of care, 
the therapist should continually monitor the adolescent for signs 
indicating the need to review the decision. 





Appendix C. Videotape Analysis Outline/ For mat 

Activity Defined 

Therapists complete table 2, below, sketching in the material that fits in 
each section. They watch a videotape or a large section of videotape and 
then use the table’s format to organize their observations for presentation to 
supervisors and to one another in a group format. 

Goals of the Activity 

• Focus on and extend the initial orientation and training content. 

• Create an opportunity for an adult learning model to emerge — 
that is, pull ideas from the therapists regarding their attempts to 
apply the ideas and specifics of the model. Essentially, the table is 
a perceptual and clinical thinldng template that forces the therapist 
to interpret and discuss a session’s events through the MDFT 
lens. This is a prelude to teaching them case formulation with 
new or pilot cases. This activity sets the stage for a case formulation 
activity to happen. In addition, the creation of this template and 
the therapists’ use of it in an automatic way are critical to beginning 
supervision with all therapists, even those who have done some of 
this already. 

• Create data to understand where to go relative to therapist 
performance. Additional assessment information is shaped and 
assessed simultaneously. 
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Table 2 . Videotape Analysis 
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During the analysis, the following questions or issues should be considered: 

1. What is the therapist trying to do (e.g., facilitating; blocking; planning; 
eliciting thoughts, emotions, or statements about behavior)? 

2. WTiy is he or she trying to do this? (By watching the tape, can we read 
the therapist’s mind?) 

3. Evaluate key dimensions of the interventions — timing, overall emotional 
tone, progression of the microsequences in the session, continuity 
aspects (it follows from what has come before, it platforms some future 
work very well or not so well, the intervention was fully realized [therapist 
took the focus and intent far enough]). 

4. With an adolescent, be sure to differentiate the area of work — himself or 
herself or interpersonal aspects (as a family member or as a member of a 
peer or other system?). Locate the focus in these ways, and insert 
intention with statement of focus. 

5. In the parent module, was the focus with the parent as an adult (e.g., 
himself or herself or his or her spouse) or was it with regard to the 
parent in his or her parenting role? 

6. In the extrafamilial module, where exactly is the focus — school, 
community neighborhood, juvenile justice, legal, or medical system? 
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Appendix D. Summary of the 
MDFT Research Program 



Howard A. Liddle, Cindy Rowe, and Gayle Dakof; the MDFT research 
program also is summarized in Liddle & Hogue (2001) 

Multidimensional family therapy (Liddle, in press; Liddle, Dakof & 

Diamond, 1991) has received national recognition as an “exemplary” 
approach for treating adolescent drug abuse. The model was recently 
highlighted in a major National Institute on Drug Abuse (NIDA) (1999) 
publication, PHnciples of Drug Addiction Treatment: A Research^Based 
Guide, which features 12 effective scientifically based approaches for treating 
drug abuse. The MDl^ approach is also highlighted in the 1999 Center for 
Substance Abuse Treatment (CSAT) publication Treatment of Adolescents 
With Substance Abuse Disorders. It is identified as an exemplary model for 
drug abuse intervention by the Office of Juvenile Justice and Delinquency 
Prevention in collaboration with the Center for Substance Abuse Prevention’s 
Strengthening America’s Families initiative (wwv.strengtheningfamilies.org/). 

MDFT has been empirically validated in three large-scale, randomized clinical 
trials in geographiciilly distinct locations: the San Francisco Bay area, central 
Illinois, and north Philadelphia. It is currently being tested in two more 
randomized trials in Miami. One of these is evaluating MDFT as a clinically 
cost-effective alternative to residential treatment for adolescent drug 
abusers with co-occurring disorders (H. Liddle, Family-based vs. adolescent 
residential di’ug treatment, NIDA grant no. P50 DAI 1328). MDFT is also one 
of 11 treatment models (and the only stand-alone family-based therapy 
approach) currently being tested in CSAT’s Adolescent Treatment Models 
Initiative (H. Liddle, Family therapy for early adolescent substance abuse, 
CSAT grant no. KDl TI11871). Finally, as part of NlDA’s Bringing Drug 
Abuse Treatment From Research Into Practice initiative, another new 
research grant will examine the process and outcome of transporting MDFT 
into a day treatment program for adolescent drug abusers (H. Liddle, 
Transporting family therapy to adolescent day treatment, NIDA grant no. 
IROl DA13089; Liddle et al., 2002). 

The MDFT intervention has evolved over the past 16 years within a research 
program designed to develop and evaluate family-based drug abuse treatment 
for adolescents (Liddle & Hogue, 2001). It is an outpatient, family-based 
drug abuse treatment for adolescent substance abusers (Liddle, Dakof & 
Diamond, 1991). A distinguishing feature of the approach is its blending of 
the clinical and theoretical traditions of developmental (Liddle et al., 2000; 
Liddle et al., 1998) and ecological psychology (Hogue & Liddle, 1999; 

Liddle & Hogue, 2000) and family therapy (Liddle, 1995, 1999). The 
approach consists of modules that organize the assessment and intervention 
into key areas of a teen’s current life. Focuses of the approach include the 
adolescent as an individual and as a member of a family and peer group; the 
parent as an indhidual adult and as a mother or father; and the family 
environment in terms of family interaction, as w^ell as the family members 
in relation to extrafamilial sources of positive and negative influence. 
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Close attention has been paid to the development of effective ways to teach 
MDFT (Liddle & Saba, 1983). The principles of therapy (e.g., focusing on 
practical, step-by-step outcomes; change through enactment [learning by 
doing]) are used and reflected in how therapists are trained in the approach 
(Liddle & Saba, 1985). Therapist training, like the therapy model, takes 
a multicomponent approach, is sequenced (i.e., phasic), and focuses on 
competence and skills (Liddle, Becker & Diamond, 1997). Therapists study 
the manual and related books and articles and learn the key aspects of the 
approach by watching videotapes of the model in action and \ideotapes of 
other therapists being super\dsed in the approach (Liddle, 1982, 1988). 

They also learn from videotape and live supervision — a teaching method in 
which a session is guided by a supervisor while it happens (Avis & Sprenlde, 
1990; Liddle, Breunlin & Schwartz, 1988; Liddle & Schwartz, 1983; 
Schwartz, Liddle & Breunlin, 1988). 

In controlled trials, this intervention has demonstrated efficacy with 
multiproblem, juvenile justice-involved adolescent drug abusers, most of 
whom were diagnosed with co-occurring disorders (Liddle, Dakof, et al., 
2001; Liddle et al., in press a; Liddle & Dakof, 1995). The rigorous nature 
of this research program and the intervention has been recognized as 
exemplary (Center for Substance Abuse Prevention/Office of Juvenile 
Justice and Delinquency Prevention, 2000; Center for Substance Abuse 
Treatment, 1999; Drug Strategies, 2002; Lebow & Gurman, 1995; Mendel, 
2000; National Institute on Drug Abuse, 1999; Nichols & Schwartz, 1998; 
Waldron, 1997; Winters, Latimer & Stinchfield, 1999). Drug use and 
delinquency come about over time and as a result of several individual, 
interpersonal, and contextual processes. Stopping drug use and related 
difficulties requires a multivariate model. Such an approach takes into 
account and tries to change the various aspects of the teen’s individual 
functioning and social emdronment that support the current problem 
behaviors. The MDFT approach exemplifies this kind of contemporary 
integrative and complex theorizing and clinical approach. The features and 
focus of the MDFT approach are consistent with interv^entions recommended 
for complex disorders such as substance abuse-intensive, multisystemic, and 
ecologically sensitive models that target substance abuse and mental 
health-related dysfunctions (Bukstein, 1995; Kazdin, 1994; Newcomb, 

1992). 

The model’s originator, Howard A. Liddle, has been recognized for his 
research program on the MDFT model. This includes the 1995 Psychologist 
of the Year Award from the Division of Family Psychology of the American 
Psychological Association, the 1996 Outstanding Contribution to Family 
Therapy Research Award from the American Family Therapy Academy, the 
1998 Cumulative Contribution to Family Therapy Research Award from the 
American Association for Marriage and Family Therapy, and the Excellence 
in Family Therapy Research Award from the Florida Association for Marriage 
and Family Therapy (May 2000). In addition, studies on the process of 
MDFT have been awarded to Guy Diamond (American Association for 
Marriage and Family Therapy), Susan Schmidt (American Psychological 
Association and American Association for Marriage and Family Therapy), 
and Gary Diamond (American Association for Marriage and Family Therapy). 
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Randomized, Controlled Trials and Studies of MDFT 

Four studies have investigated the efficacy of MDFT in significantly reducing 
drug use and antisocial beha\dor and in increasing the prosocial, protective 
factors for adolescent development. These studies are outlined in table 3. 
They investigated some of the constituent parts or ingredients of MDFT. 

The samples for all of these studies were substance-abusing, juvenile justice- 
involved adolescents and their families (Rowe, Liddle & Dakof, in press). 

Table 4 provides a summary of different MDFT formats used in controlled 
trials. In-session parent-adolescent impasses are a major barrier to treatment 
engagement and outcome. Diamond & Liddle (G.M. Diamond & Liddle, 
1996; G.S. Diamond & Liddle, 1999) identified therapist techniques effective 
in changing dysfunctional in-session family interaction patterns, which are 
well established as precursors and concomitants to adolescent dysfunction, 
including adolescent substance abuse. Results indicate that therapists can 
change the dysfunctional in-session patterns (in-session outcomes) using 
specific, model-particular techniques (Liddle et al., 2001). This study 
identified (1) a theory-based way to reliably identify family transactional 
processes that are known determinants of poor developmental outcomes in 
children and teenagers; (2) the components of the impasse and the unfolding 
sequential contributions of both parent and adolescent; and (3) the relation 
of different therapist actions to the impasse. 

Schmidt, Liddle, and Dakof (1996) iiwestigated the nature and extent of 
change in parenting beha\dors, as well as the link between parent change 
and reduction in adolescent symptomatology. MDFT parents showed significant 
decreases in negative parenting behaviors (e.g., negative affect, verbal 
aggression) and increases in positive parenting (e.g., monitoring and limit 
setting, positive affect and commitment) over the course of therapy. 
Critically, these changes in parenting beha\dors were associated with reductions 
in adolescent drug use and problem behaviors. Four different patterns of 
parent-adolescent tandem change were identified: 59 percent of families 
showed improvement in both parenting practices and adolescent symptoma- 
tology, 21 percent e\ddenced improved parenting but no change in adolescent 
problems, 10 percent showed improved adolescent symptoms in the absence 
of improved parenting, and 10 percent showed no improvement in either 
parenting or adolescent functioning. These results support an elemental 
tenet of family-based treatments: change in a fundamental aspect of the 
family system (parenting practices) is related to change at the critical level 
of interest — reduction of adolescent symptoms, including drug abuse. 
Furthermore, these data suggest that parenting risk and protective factors 
for drug use are accessible to intervention vdthin a therapeutic environment. 

G.M. Diamond, Liddle, Hogue, and Dakof (1999) investigated the effects of 
manualized adolescent engagement interventions on impro\ang initially 
poor therapist-adolescent alliances. Gases with weak therapist-adolescent 
alliances in the first treatment session were observed over the course of the 
first three sessions. Significant gains in the working alliance were evident 



when therapists emphasized alliance-building interventions such as attending 
to the adolescent’s experience, formulating personally meaningful goals. 
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and presenting oneself as the adolescent’s ally. Lack of improvement or 
deterioration in alliance was associated with the therapist continually 
socializing the adolescent to the nature of therapy. Moreover, in improved 
alliance cases, therapists increased their use of alliance-building inten^entions 
from session two to session three (therapist perseverance), whereas therapists 
in unimproved cases decreased their use (therapist resignation). Results 
indicate that, although it is an important early-stage therapist method, 
when therapists overfocus on and become stuck in orienting adolescents to 
therapy, and thus wait too long to discuss how the therapy can be personally 
meaningful for the teenager, a productive working relationship is not 
formed. 

Jackson-Gilfort, Liddle, Tejeda, and Dakof (2001) investigated whether 
therapeutic discussion of culturally specific themes enhanced treatment 
engagement of African-American male youth with an inner-city Philadelphia 
sample of juvenile justice-involved, substance-abusing teenagers. Results 
indicate that therapist techniques of exploring and addressing particular 
culturally relevant themes — anger and rage, alienation, and the journey from 
boyhood to manhood (i.e., what it means to become an African-American 
man) — ^were associated with both increased participation by and decreased 
negathdty in adolescents in the very next treatment session. These results 
suggest that using certain culturally meaningful themes is directly linked 
to adolescent investment in the treatment process. 

Summary 

To summarize recent findings on treatment outcomes and processes of 



• MDFT has been tested in large-scale clinical trials with ethnically 
diverse, juvenile justice-involved male and female adolescents 
and has been found to compare favorably with high-quality and 
commonly used alternative treatments, including adolescent 
group therapy, multifamily education, and individual cognitive 
behavioral treatment. 

• MDFT reduces drug use and harmful internalizing and externalizing 
behaviors in adolescents from intake to termination and also 
maintains treatment gains up to the 12-month followup to a 
greater extent than alternative treatments. 

• Decreases in drug use are accompanied by increases in important 
prosocial indicators, including school performance (grade 
improvement) and family functioning. Adolescents in the comparison 
conditions did not show changes on these important prosocial 
indicators of developmental success and competence. 



MDFT: 
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Table 4. Summary of Different MDFT Formats Used in Controlled Trials 



Study 


MDFT Versions: Therapy Parameters 
(sessions, dose, intensity) 


Liddle, Dakof, et al., 2001 


Completed controlled trial: Sixteen 90-minute sessions 
delivered in 16-20 weeks (tested against manual-driven 
multifamily and adolescent group therapy) 


Liddle, Dal^of, et al., in press b 


Completed controlled trial: Sixteen 60-75-minute 
sessions delivered in 16-24 weeks (tested against 
manual-drwen individual GET) 


Dennis et al., in press 


Completed controlled trial (multisite trial): 14.2 
contact hours delivered in 12 weeks (tested against 
CRA and MET/GBT5) 


Hogue, Liddle, et al., 2002 


Completed controlled prevention trial: 13.5 sessions 
over 16.6 weeks (tested against manual-driven 
school-based intervention) 


Rowe et al., in press; 
Liddle, 1999 


Ongoing controlled trial: Delivered in 12-16 weeks, 
moderate intensity intervention, 3 hours per case per 
week, home-based with some case management sendees; 
compared with outpatient group treatment (tested 
against a manual-driven group therapy) 


Liddle & Dakof, 2002; Rowe, 
Liddle, et al., 2002 


Ongoing controlled trial: Average 6 months of 
treatment, intensive services, home-based, several 
sessions per week, case management; intervention 
first developed and tested in pilot study in treatment 
development grant (Liddle, 1994); intensive outpatient 
compared with residential drug treatment 


Liddle, Rowe, et al., 2002 


Ongoing transportation study: Average 6 months of day 
treatment in a community setting, MDFT individual and 
family sessions weekly, MDFT-influenced group therapy 
and overall behavioral point system, emphasis in later 
stage of program on transitioning to regular school and 
aftercare services (single site, technology transfer 
effects compared with day treatment’s baseline, 
pretechnology transfer intervention) 
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• MDFT treatment adherence work was successful in developing 
psychometrically sound treatment fidelity scales. Also, treatment 
adherence indicated that MDFT can be implemented with a high 
degree of treatment integrity, lending support to the clarity and 
usefulness of the treatment manual and the effectiveness of the 
MDFT training and supervision procedures. 

• Several process studies, focusing on the mechanisms of change in 
MDFT, have linked in-session MDFT interventions with adolescent 
and parent change on key dimensions during treatment. 
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Abstract 



Bridging the gap between clinical research and clinical practice in the 
treatment of adolescent substance abuse requires empirically validated 
therapies and technology transfer strategies that reflect an awareness of the 
realities and resource constraints of local treatment service providers. This 
article describes the management of cross-site and cross-intervention 
clinical issues in the Cannabis Youth Treatment (GYT) study, a multisite, 
randomized, clinical trial of five outpatient therapies. The methods used in 
the management of such clinical trials could play an important role in 
elevating the quality of adolescent substance abuse treatment as practiced 
in the field. This technology involves 1) defining and delineating clinically 
relevant subpopulations of clients, 2) developing research-supported 
manuals that define the theory, active ingredients, and procedures of 
treatment, 3) monitoring therapist adherence to manual-based therapy, 

4) monitoring client responses to the procedures as they are implemented, 

5) individualizing and refining the delivery of these manual-based therapies 
within the context of clinical supervision, and 6) conducting rigorous and 
sustained followup to determine the enduring effects of the interventions. 

Carroll and her colleagues (1994) detailed the strategies used to implement 
and to protect the integrity of three manual-based therapies evaluated 
within Project MATCH, a multisite study of adult alcoholism treatment 
(Project MATCH Research Group, 1993). This paper takes a similar 
approach in describing cross-site clinical coordination procedures \vithin 
the Cannabis Youth Treatment study, the largest multisite, randomized field 
experiment ever conducted of adolescent substance abuse treatment. More 
specifically^ the paper details the common clinical infrastructure within 
which these therapies were implemented across the treatment sites. 

It is our collective experience that therapies can fail in the transition from 
efficacy (outcomes under ideal circumstances) to effectiveness (outcomes 
in the real world of adolescent treatment), not because of flaws in the 
interventions themselves, but because of the absence of a sound foundation 
of clinical management upon which empirically validated interv^entions are 
replicated. The construction of stable clinical infrastructures within local 
treatment programs is as important to the future of adolescent treatment 
as the availability of research-validated therapies. 
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The Cannabis Youth Treatment Study 

Mter declining in the 1980s, both licit and illicit drug use among adolescents 
rose in the 1990s. In 1996, cannabis use by adolescents (8th, 10th, and 
12th graders) reached its highest peak in 12 years for reported lifetime use, 
past year use, and past month use (ISR, 1997). As cannabis abuse/dependence 
emerged as the leading cause for admission to substance abuse treatment 
(OAS, 1997), demands increased for research-validated treatments for 
cannabis-involved adolescents. In response to this need, the Substance 
Abuse and Mental Health Services Administration’s (SiVMHSA’s) Center for 
Substance Abuse Treatment (CSAT) of the U.S. Department of Health and 
Human Ser\dces (DHHS) funded the CYT study. 

The CYr study is a multisite, randomized field experiment designed to test 
the efficacy of five promising outpatient treatment interventions for 
cannabis-abusing and cannabis-dependent adolescents. Its long-range goal 
is to provide validated and cost-effective models of intervention that can be 
widely replicated in local treatment agencies across the country. The study 
sites include Chestnut Health Systems in Madison County, Illinois 
(CHS-MC); the University of Connecticut Health Center (UCHC) in 
Farmington, Connecticut; Operation PAR (PAR) in St. Petersburg, Florida; 
and the Children’s Hospital of Philadelphia (CHOP) in Pennsylvania. The 
sites represent both academic, research-oriented clinics (UCHC and CHOP) 
and community-based adolescent treatment programs (CHS-MC and PAR) 
(Dennis, Babor, Diamond, Donaldson, Goldley, Tims, et al., 1998; Merrell, 
Babor, Brantley, Dennis, et al., 1999). The CYT study provides a test in 
geographically diverse environments of treatments that differ in theoretical 
orientation, delivery format and focus, and dose. 

Between June 1998 and February 1999, 600 adolescents (approximately 
150 per site) meeting the criteria presented in the Diagnostic and 
Statisticcd Manned of Mental Disorders 4th Edition-Re\4sed (DSM-IV) 
(American Psychiatric Association, 1994) for cannabis abuse or cannabis 
dependence were randomly assigned to one of three conditions, with a total 
of five conditions used across the four sites. The five conditions include: 

• Motivational Enhancement Therapy/Cognitive Behavioral 
Therapy — 5 indi\4dual/group sessions (MET/CBT5) (Sampl & 
Kadden, 2001) 

• Motivational Enhancement Therapy/Cognitive Beha\4oral 
Therapy — 7 indhidual/group sessions (MET/CBT5 + CBT7) 
(Webb, Scudder, Kaminer & Kadden, 2002) 

• Family Support Network (FSN) (Hamilton, Brantley, Tims, 
Angelovich & McDougall, 2001) (FSN includes MET/CBT5 + 

CBT7 plus enhanced family supports: home visits, parent 
education classes, parent support groups) 




Appendix E 



• Adolescent Community Reinforcement Approach (AGRA) (Godley, 
Meyers, Smith, Karvinen, Titus, Godley, Dent, Passetti & Kelberg, 
2001) 

• Multidimensional Family Therapy (MDFT) (Liddle, 2002). 

At UCHC and PAR, adolescents were assigned to a five-session brief 
inter\^ention (MET/CBT5) or to one of two other inter\^entions that combine 
more extensive individual and group sessions (MET/CBT5 -h CBT7 or FSN)- 
At CHS-MC and CHOP, adolescents were assigned to the five-session brief 
inter\^ention (MET/CBT5) or to one of two individual/family approaches 
(ACRA or MDFT). All study participants were assessed at intake and at 3 
months, 6 months, 9 months, and 12 months. Treatment completion rates 
were in the 70-percent range, and followup rates through 9 months after 
treatment exceeded 95 percent (Titus et al., 1999; Godley, Diamond & 
Liddle, 1999). 

Methodological Challenges 

There were three important challenges in conducting this multisite field 
experiment. The first was to ensure the integrity of each of the interventions 
being tested (Moncher & Prinz, 1991). Following what has been referred to 
as the “technology model” (Carroll et al., 1994; Carroll & Nuro, 1996; 
Carroll, 1997), workgroups led by a technical expert in interv^entions and a 
therapist coordinator (TG) responsible for cross-site supervision of that 
intervention took the following six steps to enhance its integrity: 

• Defined and manualized the active ingredients of each therapy, 
including the frequency, intensity, duration, and sequencing, and 
indicated responses to the most common problems that occur 
during delivery of the intervention 

• Conducted 15 to 25 hours of centralized, competency-based 
training for the therapists delivering the inter\^entions and 
followed this by local certification of staff in each intervention 

• Developed a therapist’s skillfulness scale to serve as a cross-site 
measure of general therapeutic competence 

• Developed a service contact log to measure therapists’ adherence 
to each of the five interventions and to document the dosage and 
types of ser\ices provided to each client 

• Taped and rated sessions for model fidelity (all tapes were rated 
as part of the cross-site supervision by an expert in the 
intervention until each therapist was certified, after which two 
tapes per therapist, per month, were re\iewed and rated) 

• Conducted weekly (1-hour onsite or telephone) indhddual 
supervision and weekly or bimonthly (60 to 90 minute) cross-site 
group supervision for each intervention. 
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These procedures helped enhance treatment differentiability (the delineation 
of the ingredients and procedures that distinguished each treatment from 
the other treatments) and treatment adherence (the assurance that the 
inten^entions [as delivered] maintained fidelity to the original manual-defined 
procedures) (Hoffart, 1994). 

A second challenge involved controlling extraneous factors that could 
compromise interpretation of the treatment outcomes. To accomplish this, 
every effort was made to ensure that all general clinical procedures, other 
than those involved in the specific therapies, would be handled similarly 
across sites and interventions. This was done to minimize the ability of 
these contextual issues to unduly influence the evaluation of the experimental 
inten^entions and was achieved in two ways. First, staff of the GYT 
coordinating center conducted two site \isits at each of the four service 
delivery sites to ensure that each site met baseline standards related to 
arenas such as research protocol compliance, accessibility and appropriateness 
of clinical space, clinical super\ision structure, recruitment strategies, 
intake and service procedures, confidentiality procedures, crisis and safety 
net procedures, clinical documentation, data security and storage, and 
followup procedures. Second, the TGs for each intervention coordinated 
similar responses to issues that were not part of the specific inten^entions in 
monthly conference calls facilitated by the G\T coordinating center. Details 
of this latter process will be described shortly. 

The third challenge w^as to enhance the external validity of the interventions 
(the generalizability of study findings) by ensuring that the interventions 
could be implemented as designed within the resource constraints of 
settings that currently provide the bulk of services to drug-involved 
adolescents. It was the goal of the GYT TGs to do everything possible in the 
GYT study to bridge the traditional gap between efficacy research conducted 
under experimental (ideal) conditions and effectiveness research conducted 
in field (real) settings. We wanted to document the kind of clinical 
infrastructures and the management of day-to-day clinical issues that 
might need to accompany these unique interventions if they w^ere to 
achieve comparable results in the field. 

The monthly conference calls among the TGs for each of the five inten^entions 
and the staff from the GYT coordinating center w^ere particularly helpful in 
facing the latter two of these challenges. The purpose of these meetings 
was to define how sites w-ould manage common clinical issues that were not 
a unique part of the experimental interventions but which, if not identified 
and controlled, might corrupt the evaluation of these interventions. We 
were concerned, for example, that if therapists in one intervention expelled 
adolescents from treatment (and the study) for arriving at a session high, 
wliile another site either allowed such adolescents to participate or 
rescheduled their sessions, differences in completion rates between these 
sites would reflect not the power or wealmess of the interventions but 
contextual policies unrelated to the active ingredients of each intervention. 

What follow^s is a s>Tiopsis of how^ common clinical issues were managed 
across the four treatment sites and across the five interventions being 
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tested. It is hoped that this discussion will pro\ide researchers and treatment 
practitioners alike with insights into the importance of managing such 
contextual influences. The discussion also represents a snapshot of baseline 
clinical practices in adolescent substance abuse treatment in 1998 and 1999. 

Issues in Clinical Management and Clinical Care 

A. Clinical Infrastructure. A rather complex clinical infrastructure was 
required to effectively manage clinical activities across the four treatment 
organizations and the five treatments in the GYT study. The care taken in 
constructing this infrastructure was based on the assumption that there is a 
close relationship between the quality of clinical supervision and treatment 
efficacy (Holloway & Neufeldt, 1995). 

There were three levels of clinical coordination and supervision in the GYT 
study. First, local clinical supervisors at each service site coordinated 
cross-intervention clinical issues and day-to-day clinical problem solving. 
Second, a therapist coordinator for each of the five interventions used in 
the GYT study pro\aded onsite and cross-site clinical supervision of staff 
working in their particular intervention. This supervision occurred weekly 
during the period in which therapists were being certified and bimonthly 
following staff certification. Third, aTG at the GYT coordinating center 
facilitated cross-site and cross-inteiwention coordination and problem solving. 
The centerpiece of this cross-site clinical coordination was a monthly 
meeting at which the respective TGs met with the cross-site TG and 
research coordinator via a conference call to discuss cross-site clinical and 
research issues. Particular problems or procedural questions emerging from 
these discussions were sometimes also referred to the GYT executive 
committee (all of the principal investigators, the GSAT project officer, and 
other GSAT staff) for consultation or decision making. The GYf coordinating 
center validated that the cross-site clinical procedures developed through 
these processes were in place by conducting two monitoring \nsits to each 
of the GYT research sites during the course of the study {CYT cooperative 
agreement, 1999). 

Many problems and issues (administrative, fiscal, research, clinical, ethical, 
legal) were addressed in this multitiered super\dsory structure, but the 
major goals were to meet the methodological challenges noted earlier: 
ensuring the integrity of the interventions, controlling factors that could 
confound outcomes, and enhancing the generalizability of findings. Several 
steps were taken to achieve these goals. 

.^Vll sites used the same research and service intake and clinical assessment/ 
screening procedures, the same inclusion and exclusion criteria, and the 
same approach to randomization and waiting list management. To maximize 
transferability of findings to the field, exclusion criteria were limited to 
adolescents 1) who needed a higher level of care than outpatient treatment, 
2) who presented for treatment with confirmed histories of drug dealing or 
violence (particularly predatory behavior patterns reflecting a high frequency, 
high intensity, and long duration), 3) whose psychiatric comorbidity w^as so 
severe as to render them inappropriate for the GYT interventions, and 
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4) whose primary drug of choice was not cannabis. Although the study 
focused on adolescents with a primary drug choice of cannabis, most 
adolescents entering the CYT study reported using other drugs in addition 
to cannabis. Although abstinence from all alcohol and drug use was a goal 
of the treatments in the CYT study, at admission, adolescents were asked 
to agree to evaluate their drug use and its effects on themselves and their 
families. Therapists across sites and interventions agreed that many 
adolescents’ commitment to abstinence was something that should emerge 
out of the treatment process, not something that should be a precondition 
for entry into treatment. 

Mechanisms to enhance clinical fidelity to the interventions used in the 
study included centralized training and booster training of clinical staff 
delivering the interventions, the videotaping or audiotaping of all sessions 
followed by the use of self- and supervisory-scored adherence measures to 
monitor skillful execution of the intervention, formal procedures to certify 
each therapist in the intervention, continued postcertification tape reviews 
to minimize therapist “drift,” and regular cross-site group supervision led 
by an expert in the intervention. 

A considerable portion of the monthly meeting of the CYT TCs was aimed 
at ensuring baseline clinical processes and data collection procedures were 
being handled consistently across the four sites. There were discussions 
of just about everything — from drug testing procedures to appropriate 
responses to clinical deterioration of a study participant. The monthly 
agenda included a site-by-site review of particular issues, such as the status 
of therapists’ certifications and the quality of communication between 
sister sites (those delivering the same interventions), and an opportunity 
to discuss the general problems and issues encountered. Below are some of 
the cross-site clinical issues that were of major concern throughout the 
course of the study. 

B. Staff Recruitment, Training, and Retention. Most of the therapists 
working on the CYT project were trained at the master’s degree level or 
higher, and most had prior training and experience in addiction treatment. 
The research sites, like the practice field, varied in their use of full-time and 
part-time staff. Most sites felt there were advantages to having full-time 
therapists working on the project because that increased their availability 
to clients, provided greater flexibility in scheduling, and created a greater 
degree of personal investment in the project. In general, sites looked for 
individuals with good clinical skills whose overall clinical orientations were 
congruent with the inten^ention they were going to deliver. A particular 
effort was made to find staff who had a good working knowledge of child 
and adolescent development — a qualification not often found in those 
working with adolescent substance abusers (Kaminer, 1994). Staff were 
paid salaries that were at or slightly above the geographical norm for 
addiction therapists. None of the sites experienced any significant problems 
recruiting qualified staff. 

In the course of the project, there were a total of 26 full-time and part-time 
clinical positions at the 4 CYT sites. Nine staff left the CYT project during 




216 



Appendix E 



this period — two due to changes in the communities selected as service 
sites and the majority of the others due to a return to school, family 
relocation, or promotion. The highest turnover rate was among the case 
managers. Several things worked to enhance staff morale and retention on 
the CYT project: a conscious effort to build team cohesion, a knowledge of 
the potential importance of the research being conducted, the training and 
supervision opportunities, the opportunity for cross-site contact with peers 
working on the same intervention, and the flexibility of the individual sites 
regarding scheduling of part-time employees on the project. 

iVlthough considerable effort is made to ensure that conditions in clinical 
trials are equivalent to natural conditions in the field, there are several 
characteristics of clinical trials staff that make them somewhat different 
from those in mainstream practice. Staff who seek clinical positions in 
clinical trials are not scared away by the limited timeframe of employment 
on such a project, are often attracted by the intense nature of training and 
super\asion such projects afford, and are not put off by the rigorous 
record-keeping generally required in such projects. 

Strategies used for managing clinical continuity in the face of staff attrition 
included replicating the training that was provided to all therapists at the 
beginning of the CYT project, having a built-in transition/training period 
for entering staff, and using videotaped sessions of the current therapists to 
train new therapists. 

The safety of staff working in the field was enhanced by hiring staff from the 
local community, providing inservice training on safety management and 
access to beepers and cellular phones, and the option of working in teams 
to visit areas that posed higher safety threats. Office-based safety issues 
were addressed by ensuring that other staff were present while sessions 
were being conducted and by providing walkie-talkies or silent alarms to 
signal other staff if assistance was needed. There were no major safety- 
related incidents experienced by the CYT project. 

C. Client/Family Recruitment, Engagement, and Retention. The major 
barriers in recruiting, engaging, and retaining adolescents and their 
families were fairly consistent across the CYT project sites: 

• Low adolescent/parent motivation for treatment involvement 

• The perception that other problems in the family were more 
important than the drug experimentation of one child 

• Parental substance abuse 

• The parental view that smoking marijuana is not that big a deal 

• Failure to attend due to lack of transportation or child care 

• A marital or relationship breakup during the period of treatment 
involvement 
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• Inconsistent messages from the parents to the adolescent about 
the importance of involvement in counseling 

• Relocation of the child during the course of treatment 

• Parents having given up on efforts to change their child 

• A general and pervasive sense of hopelessness about life (felt by 
both the parents and the adolescent). 

Study participants were recruited by direct appeals to youth and parents 
through newspaper and radio public service announcements and strategically 
placed bulletin board posters. Staff also oriented local youth ser\dce 
professionals regarding how referrals could be made to the program and the 
nature of the various treatments that youth would be receiving. These visits 
and mailings included GYT information packets, business cards, and 
Rolodex inserts. There was some resistance to referring clients to the project 
when referral sources discovered that they could not control which 
inter\'Cntion their clients would receive. Some were concerned that the 
five-session intervention would not provide an adequate level of ser\dce. 
After some education about the benefits of brief therapy in general, however, 
and the need to test such therapies in the substance abuse arena, most 
were willing to make referrals. 

Of 690 adolescents referred to the C\T sites between May 1, 1998, and May 
31, 1999, 38.6 percent were referred by criminal justice-affiliated agencies, 
24.8 percent by families (7.6 percent of which came from a media promotion 
of the CYT project), and 15.2 percent by educational community health and 
human service agencies (Webb & Babor, 1999). An analysis of adolescents 
admitted to treatment in the CYl" study (Tims, Hamilton, Dennis & Brantley, 
1999) revealed that 84.7 percent were age 15 or older, 38.1 percent were 
nonwhite, and 11.9 percent were female. The low rate of female admissions 
is attributable to at least two factors. The first involves the use of referral 
sources such as juvenile probation departments that ser\^e predominantly 
male clients. The second factor is that, of those females referred to the CYT 
study, more than one-third presented with comorbid psychiatric disorders 
severe enough to exclude their participation in the study. 

Client engagement was enhanced through five broad strategies. The first 
was to make the transition between the research staff (the equivalent of the 
intake staff in most agencies) and the clinical staff as personal as possible. 
When a therapist was not available to be introduced to the client/family by 
the research staff, the assigned therapist called the parents or the adolescent 
before the first appointment to introduce himself or herself, begin alliance 
building, and clarify any questions about treatment participation. All of the 
CYT interventions begin with an emphasis on empathy and skillful rapport 
building to build a strong therapeutic alliance and work through resistance 
related to the coercive influences that may have brought the adolescent to 
treatment. 
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The second strategy was for the therapist to speak for 5 to 10 minutes with 
any adolescent who had to wait more than 2 weeks to begin ser\dce (a delay 
sometimes caused by randomization and the cycles of starting new groups) to 
sustain his or her motivation for service involvement. 

The third strategy was to remove as many environmental obstacles to 
treatment participation as possible by using geographically accessible 
service sites, providing assistance with transportation (that is, cab vouchers, 
bus tokens, picking adolescents up in the agency van), and providing or 
arranging child care. Case management, whether provided by therapists, 
case managers (in the FSN intervention), or even during the screening 
acthdties of the research staff, was an essential medium of engagement for 
those families whose lives were most chaotic at the point of initial contact 
with the C\T project. Every effort was made to link what could be learned 
in treatment with what could help the immediate crisis presented by the 
family. The CYT interventions shared the message, ‘‘We have something that 
could help with some of these problems and improve the quality of life for 
you and your child.’’ 

The fourth and most important strategy was to actively engage the adolescents 
and families by creating strong therapeutic alliances, expressing interest in 
their participation (e.g., by weekly phone prompts for participation), finding 
a goal that the adolescent and family were interested in working on, 
expressing optimism in their capacity to change, and persisting in family 
contacts during the earliest signs of disengagement. FSN intervention staff 
felt that home visits were very important in initiating and sustaining the 
involvement of the most treatment-resistant families. 

The fifth strategy was to provide a warm, collaborative, adolescent- and 
parent-friendly environment (with informal but respectful hosting, providing 
pizza and sodas as part of the dinner-hour adolescent and parent meetings) 
and to provide specific incentives for involvement in treatment (help with 
very specific problems, fully subsidized treatment, and token prizes for 
homework completion). 

D. Safety Net Procedures. Safety net procedures involve strategies for 
recognizing and responding to adolescents who before or after entering 
outpatient care were thought to be in need of a higher level of care or 
allied ser\dces. We anticipated and experienced four scenarios that required 
such safety net procedures. The first involved emergency situations that 
might arise related to an adolescent’s drug use during the course of the 
study. All parents were provided a laminated card listing signs of acute 
intoxication and oriented to procedures that could be used to respond to an 
emergency. The second scenario occurred when adolescents underreported 
the frequency and intensity of their drug use at intake but disclosed it after 
they were randomized and admitted to one of the therapies. The third 
scenario involved the frequency and intensity of use escalating after the 
adolescent had been admitted to outpatient treatment. The fourth scenario 
occurred when an adolescent’s mental health status deteriorated following 
admission, particularly where such deterioration posed the threat of harm 
to himself or herself or others. Safety net procedures were established at 
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all four sites that 1) ensured the periodic reassessment of the status of use 
and the appropriateness of the level of care to which clients were assigned, 
2) ensured the availability and use of supervisory supports to formally 
reevaluate changes in clients’ status and care needs, and 3) facilitated, 
when needed, moving an adolescent to a more structured and intense level 
of care or the addition of collateral sendees. Where alternative or additional 
services were thought to compromise evaluation of the effect of the CYT 
intervention, the adolescent and family were provided the additional services 
but the adolescent was no longer included in the study. 

E. Concurrent Services. The exclusion of adolescents with severe psychiatric 
illness from the C\T study does not mean that all adolescents with psychiatric 
comorbidity were excluded from the CYT study. The majority of adolescents 
and families admitted to the CY^f study presented with multiple problems, 
and the rate of psychiatric comorbidity of the adolescents admitted to the 
study was quite high. Forty-two percent met the criteria for attention 
deficit/hyperacthity disorder, 55 percent met the criteria for conduct disorder, 
and 29 percent presented with multiple s>TOptoms of traumatic stress 
(Tims, Hamilton, Dennis & Brantley, 1999). Those adolescents who were 
referred for more intense ser\aces prior to randomization and who were not 
included in the CYT study were most likely to be excluded because they 
presented a high risk of harm to themselves or others. (These risks were 
identified through the participant screening form completed at intake and 
through the assessment instrument [GAIN] [Dennis, Webber, WHiite, et al., 
1996] and the inteniews that were part of the intake process at all of the 
CYT service sites.) 

The multiple problems presented by the CYT adolescents and their families 
raised an important clinical and research issue: How to respond to the 
clinical needs they presented without contaminating (through concurrent 
service involvement) the evaluation of the particular interventions in the 
CYT study. This problem was complicated further by the referral patterns 
of the agencies that linked adolescents with the CYT project. Acutely aware 
of the number and complexity of the problems many of these adolescents 
presented, many of these referral sources used a shotgun approach — 
simultaneously referring the adolescent and family to multiple treatments, 
hoping that the cumulative dose of ser\dces would have some positive effect 
on the child and family. These problems diminished through education of 
and negotiation with referral sources. It was a policy of the CYT study that 
adolescents would not be allowed to remain in the study if they were receding 
concurrent treatment whose primary focus was the problem of substance 
abuse or if they were receiving services whose impact was judged by the 
local staff to inordinately confound the impact of the CYT intervention 
being provided. However, no adolescent had to be excluded from the study 
for such concurrent sendee involvement. Several adolescents who were 
treated simultaneously for collateral problems (e.g., being medicated for 
hyperactivity or depression) were allowed to enter and remain in the CYT 
study because the focus of the concurrent ser\dces was not on substance 
abuse or dependency. 
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F. Session Management. Efforts were made to ensure that issues related 
to the management of sessions that were not unique to the particular 
interventions would be handled in reasonably consistent ways across the 
sites. WTiere procedures were not the same, they were reviewed to ensure 
the differences would not confound outcomes. These discussions included 
how to respond to lateness, missed sessions, the criteria for dropping cases, 
intoxication, contraband, disruptive behavior, preexisting relationships 
between members, and a group session at which only one member is present. 

Lateness was handled by degree, by ensuring either that the client got the 
minimal dose for that session or that the session was rescheduled. Missed 
sessions were rescheduled or, in the case of group interventions, provided 
as an abbreviated makeup session prior to the next scheduled session. (All 
services across the five modalities were expected to be completed within 14 
vv^eeks of the time of the first therapy session, with local TCs reviewing and 
approving any exceptions to this rule.) 

All programs made intoxication and possession of contraband grounds for 
exclusion from that particular session and a flag for reassessment of the 
appropriateness of the current level of care. (WTiile rare episodes of an 
intoxicated youth arriving for services did occur, these episodes vv^ere 
clinically managed without excluding the adolescent from continued 
service.) Only one adolescent per family vv'^as included in the CYT study, 
and preexisting relationships between participants in the group modalities 
were reviewed to determine whether the prior history would undermine or 
enhance treatment. A group with only one member present was conducted 
in a 30- to 45-minute individual format cov^ering the material that was 
scheduled for presentation. If an adolescent failed to appear for a family 
session, the session was conducted without the adolescent. 

The TCs collectwely sought and implemented general strategies that could 
enhance the effectiveness of sessions for all of the CYT therapies. Strategies 
that serv^ed to minimize problems and enhance session effectiveness included 
formalizing, posting, and consistently enforcing group/family norms on 
such issues as dress (banning drug/gang s>Tnbols on clothing) and language 
(profanity, drug argot). In the group interv^entions, the closed group structure 
made it particularly important to guard against negatwe influences wathin 
the peer cultures that evolved. A final issue was the appropriate lev^el of 
contact betw^een therapists and adolescents outside the interv^ention. The 
TCs decided that such contact should be minimized so as not to contaminate 
model fidelity by altering dose. More specifically, it was agreed that all 
extra-session contact should be responded to within the therapeutic 
framework of the particular interv^ention, channeled into upcoming sessions, 
documented, and brought to supervisors for review. 

G. Gender and Cultural Adaptations. UTiile there is significant momentum 
toward the development of standardized, empirically supported, and 
manual-based treatments (Wilson, 1998; Carroll, 1997), there is a 
simultaneous call for the refinement of standardized treatment that 
includes gender and cultural relevance and effectweness (Orlandi, 1995). 

All of the CYT therapists noted making changes in their delwery of the 
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manual-based treatments that were based on gender, cultural, and 
socioeconomic status (SES) appropriateness. Therapists in group inten^entions 
explicitly noted diversity issues in the group and incorporated respect for 
diversity into the ground rules established at the beginning of each group. 
The most frequently mentioned adaptations included: 

• Changing the language of the session to reflect cultural or 
geographical norms 

• Adding items to some worksheets to make them more applicable 
to urban youth 

• Providing special writing and reading assistance to address 
illiteracy 

• Slowing the pace and adding repetitions of key ideas to 
accommodate learning impairments 

• Developing examples and illustrations of key points that had 
greater gender, cultural, and SES relevance. 

Therapists emphasized it was not the content of interventions that had 
changed; there were subtle changes in the way that content was framed or 
delivered. 

H. Case Mix Issues. Therapists involved in the group interventions 
(MET/GBT5, MET/GBT5 + GBT7, ESN) also decided to monitor closely 
client mix issues according to gender, ethnicity, and other important 
dimensions. There was an effort to identify any potential iatrogenic effects 
of randomization (e.g., harassment, scapegoating, or other predatory 
targeting of a \ailnerable group member by other group members) and to 
actively manage potential negative effects of group support for antisocial 
behavior (Dision, McGord & Poulin, 1999). This was managed primarily by 
establishing and enforcing norms for group sessions. 

I. Mutual Aid and Peer Support Croups. In contrast to Project MATGH, a 
12-step facilitation therapy was not included in the GYT study, and there 
was some variation in the philosophies of the 5 interventions related to the 
desirability of mutual aid involvement by cannabis-involved adolescents. The 
AGRA, MDFT, and MET/GBT inten^entions do not directly encourage affiliation 
with addiction recovery support groups, but they do frame such involvement 
positively if the adolescent is already involved in such a group or self-initiates 
involvement during the course of treatment. ESN, while strongly encouraging 
parents to participate in Al-Anon, does not directly encourage adolescent 
clients to affiliate with Narcotics Anonymous (NA) or Alcoholics Anonymous 
(AA). Information on local mutual support groups is provided simply as one 
of many community resources. There was more of an emphasis in all the 
GYT interventions on involvement in drug-free prosocial activities in general 
than on addiction recovery support group involvement. 
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J. Ethical Issues. The TC meetings also provided a venue to discuss and 
formulate responses to some of the complex ethical and legal issues that 
can arise in the treatment of adolescent substance abuse (White, 1993). 
Considerable time was spent discussing questions such as: 

• WTiat are the boundaries of confidentiality regarding disclosure 
of information about an adolescent to his or her parents? 

• Do parents have a legal/ethical right to the results of their child’s 
urine tests? 

• WTiat circumstances would constitute a duty to report or duty to 
intervene? 

• Wliat obligations, if any, do therapists have in responding to an 
adolescent’s disclosures of past or planned criminal activity? 

• How should therapists respond to reports of abuse of adolescents 
by a parent or to failures by child protection agencies to 
intervene to ensure the safety of the adolescent? 

Discussion 

Carroll and colleagues (1994, 1996, 1997) are to be commended for helping 
transfer the technology model of psychotherapy research to addiction 
treatment outcome studies. The CYT study greatly benefited from the 
earlier experience of Project MATCH in the use of this model. This paper 
has described a structure (the interface between a cross-site and cross- 
inter\^ention TC group and the CYT executive committee) and a process 
(monthly meetings of all the TCs and monitoring visits at each CYT study 
site) that were used to control contextual elements surrounding the 
experimental interventions. Our goal was to hold these contextual elements 
constant across the interventions in order to enhance our ability to measure 
the differences the experimental in tendentious produced on outcome 
measures. We wanted differences in outcomes to reflect differences in the 
interventions themselves and not factors incidental to the interventions. 

Wliile there were major research design elements (consistency in clinical 
data collection instruments and procedures, inclusion and exclusion criteria, 
and followaip procedures) that helped control such variance across sites and 
interventions, we also sought to identify more subtle areas of potential 
contamination of the study. By generating consistent cross-inter\dention 
procedures to respond to lateness, missed sessions, disruptiveness, 
intoxication, and concurrent participation in other services, we were able 
to ensure a consistent and a more precise definition of the dose and t>^e 
of services provided in, and collateral to, each intervention. By developing 
and monitoring safety net procedures across the sites and interventions, we 
were able to ensure timely and appropriate responses to the placement of 
a client in an inappropriate outpatient modality who needed a higher level 
of care and to respond to acute episodes of clinical deterioration that 
warranted a similar change in the level of care. We found that the 
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collaborative work of the TGs helped enhance the methodological rigor of 
the GYT study and helped establish a sound clinical infrastructure upon 
which each of the interventions was tested. 

There are many aspects of the clinical management of the GYT project 
other than the efficacy of the particular interventions used that may have 
wide applicability to the field of adolescent substance abuse treatment. It is 
our view that many of the procedures to provide overall clinical management 
of randomized field trials have great clinical utility and are likely to become 
future baseline clinical practices in the treatment of adult and adolescent 
substance abuse disorders. 

The technology model that, to date, has been used primarily as a means of 
ensuring methodological rigor in multisite field trials seems to us to have 
enormous advantages for enhancing the quality of treatment and should be 
studied for potential adaptation to mainstream clinical practice. Those 
looking for ways to enhance the quality of adolescent substance abuse 
treatment would be well served to explore how the elements of this model 
could become part of the future definition of treatment as usual. Parents 
seeking help to address the substance abuse-related problems of their son 
or daughter ought to be able to expect that the theory behind the treatments 
they are offered can be articulated and that their active ingredients can be 
defined. They should further be able to expect that these treatments have 
some degree of scientific support for their effectiveness and that they will 
be delivered in a manner consistent with procedures whose effectiveness has 
been validated. 

Increased demands for such accountability and fidelity by parents, policy 
makers, and funding agencies will likely make manual-bavsed therapies the 
rule in the future, along with the training and adherence measures that 
accompany them. The technical aspects of cross-site clinical management 
of the GYT project have much to offer the field as a whole. The use of 
standardized assessment instruments that are capable of pro\iding 
comprehensive assessment and treatment planning data should become a 
requirement of all adolescent treatment programs in the next decade. We 
further commend the use of central (and booster) training, \ideotaping and 
adherence ratings as standard practices in supervision, and cross-site 
supervision as marvelous tools for training and professional development. 
Finally, we believe that rigorous followup (monitoring, feedback, and, where 
indicated, early reinter\^ention) should move from the realm of clinical 
research to being an expectation, if not a requirement, of mainstream 
clinical practice. The idea of pro\dding ser\dces without measuring outcomes 
will be incomprehensible in the very near future, and the technology to 
perform this task is rapidly emerging. Morale among staff working in the 
GYT project remained high, in part because of the near universal belief in 
the historical importance of this study and the climate of excitement and 
discovery that permeated the project. We believe that small field-based 
experiments to answer critical clinical questions, opportunities for cross-site 
sharing, and the opportunity to work on papers and presentations can 
similarly contribute to staff morale within local service organizations. We 
believe this milieu of curiosity, discovery, and contribution is transferable 
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and sustainable in natural clinical settings. Routine outcome monitoring 
and field-based experiments, like the other items in this discussion, must 
simply be moved from the arena of clinical research to the arena of standard 
clinical practice. This transfer of technology from the research environment 
to the clinical practice environment, however, will not be simple. 

If there is a single weak link in the current practice of addiction treatment 
that will slow this technology transfer, we believe it is in the arena of clinical 
super\1sion. Comprehensive assessments, science-guided treatment planning, 
empirically validated and manual-based therapies, regular adherence 
measurement and monitoring, using clients’ response-to-treatment data to 
individualize and refine standard interventions, and rigorous posttreatment 
followup (and early reintervention, where called for) all flow from the clinical 
infrastructure at the core of which is a clinical supervisor. If we can elevate 
the quality of clinical supervision in the field — the selection, training, and 
support of clinical supervisors to do true clinical supervision — to that of 
clinical supervision in controlled clinical trials, we will be able to channel 
knowledge from clinical research to clinical practice. 

Conclusions 

Clearly defining the demographic and clinical characteristics of client 
populations, presenting the active ingredients in a manual format and 
procedures inherent in particular treatments for those populations, 
monitoring therapists’ adherence to such procedures, controlling contextual 
influences that can influence treatment outcomes, and conducting rigorous 
and sustained followup to determine clients’ responses to particular 
interventions collectively hold great promise in moving the treatment of 
adolescent substance abuse from the status of a folk art to that of a clinical 
science. The technologies used to build this science may themselves offer 
great potential in enhancing the quality of adolescent substance abuse 
treatment programs if they can be adapted for routine use in the clinical 
setting. The GYT study confirms the importance that these new tools can 
and will have in the future clinical management of adolescent substance 
abuse treatment. 




225 




Multidimensional Family Therapy for Adolescent Cannabis Users 



References 

American Psychiatric Association. (1994). Diagnostic and statistical 
manual of mental disorders (4th ed.). Washington, DC: Author. 

Cannabis youth treatment (CYT) cooperative agreement: 1999 site 
visit protocol. (1999). Bloomington, IL: Chestnut Health Systems. 

Carroll, K. M. (Ed.). (1997). Improving compliance with alcoholism 
treatment. National Institute on Alcohol Abuse and Alcoholism 
Project MATCH Monograph Series. Volume 6. Nil I Pub. No. 97-4143. 
Bethesda, MD: National Institute on Alcohol Abuse and Alcoholism. 

Carroll, K. M., Kadden, R. M., Donovon, D. M., Zweben, A., & 
Rounsa\111e, B. (1994). Implementing treatment and protecting the validity 
of the independent variable in treatment matching studies. Journal of 
Studies on Alcohol (Suppl. 12), 149-155. 

Carroll, K. M., & Nuro, K. F. (1996). The technology^ model: An 
inti'oduction to psychotherapy reseai'ch in substance abuse. Yale University 
Psychotherapy Development Center, Training Series No. 1. Sponsored by the 
National Institute on Drug Abuse. 

Dennis, M. L., Babor, T, Diamond, G. C., Donaldson, J., Godley, S., 
Tims, R, Chirkos, T, Fraser, J., French, M. T, Glover, R, Godley, M., 
Hamilton, N., Herrell, J., Kadden, R., Kaminer, Y, Lennox, R., Liddle, H., 
McGeary, K. A., Sampl, S., Scott, C., Titus, J., Unsicker, J., Webb, C., & 
Wliite, W. L. (1998). Treatment for cannabis use disorders general research 
design and protocol for the cannabis youth treatment (CYT) cooperative 
agreement. Bloomington, IL: Chestnut Health Systems. 

Dennis, M. L., Webber, R., White, W, Senay, E., Adams, L., Bokos, P, 
Eisenberg, S., Fraser, J., Moran, M., Ravine, E., Rosenfeld, J., & Sodetz, A. 
(1996). Global appraisal of individual needs (GAIN)^ Vol. 1: Administration, 
scoiing, and inteij)retation. Bloomington, IL: Chestnut Health Systems. 

Dision, T. J., McCord, J., & Poulin, F. (1999). VTien interventions 
harm: Peer groups and problem behavior. Amemcan Psychologist, 54(9), 
755-764. 

Godley, S. IL, Diamond, G., & Liddle, H. (1999, August). Cannabis 
youth treatment study treatment models: Pnnciples, intervei^tions, 
mechanisms. Paper presented at the 107th Annual Convention of the 
American Psychological Association, Boston. 

Godley, S. IL, Meyers, R. J., Smith, J. E., Kar\4nen, T, Titus, J. C., 
Godley, M. D., Dent, G., Passetti, L., & Kelberg, P. (2001). The adolescent 
community reinforcement approach for adolescent cannabis users. Cannabis 
Youth Treatment (CYT) Series, Volume 4. DHHS Pub. No. (SMA) 01-3489. 
Rock\4lle, MD: Center for Substance Abuse Treatment, Substance Abuse 
and Mental Health Ser\4ces Administration. 

Hamilton, N. L., Brantley, L. B., Tims, F. M., Angelovich, N., & 
McDougall, B. (2001). Family support network for adolescent cannabis 
users. Cannabis Youth Treatment (CYT) Series, Volume 3. DHHS Pub. No. 
(SMA) 01-3488. Roclwille, MD: Center for Substance Abuse Treatment, 
Substance Abuse and Mental Health Ser\1ces Administration. 




226 



Appendix E 



Herrell, J., Babor, T., Brantley, L., Dennis, M., Diamond, G., 
Donaldson, J., Godley, S., Hamilton, N., Liddle, H., Tims, R, Titus, J., & 
Webb, C. (1999, August). Treatment of adolescent manjuana abuse: A 
randomized clinical tnai A cooperative agreement funded by the Center for 
Substance Abuse Treatment. Paper presented at the 107th Annual 
Convention of the American Psychological Association, Boston. 

Hoffart, A. (1994). Use of treatment manuals in comparative outcome 
research: A schema-based model. Jouimal of Cognitive Psychotherapy: An 
International Quarterly, 8(1), 41-54. 

Holloway, E., & Neufeldt, S. (1995). Supervision: Its contribution to 
treatment efficacy. Journal of Consulting and Clinical Psychology^ 63(2), 
207-213. 

Institute for Social Research (ISR). (1997). Monitoring the Future 
Study. Ann Arbor, MI: University of Michigan. 

Kaminer, Y. (1994). Adolescent substance abuse: A comprehensive 
guide to theory and practice. New York: Plenum Medical Book Company. 

Liddle, H. A. (2002). Multidimensional family therapy for adolescent 
cannabis users, Cannabis Youth Treatment (CYT) Series, Volume 5. DHHS 
Pub. No. (SMiV) 02-3660. Roclwille, MD: Center for Substance Abuse 
Treatment, Substance Abuse and Mental Health Ser\dces Administration. 

Moncher, R, & Prinz, R. (1991). Treatment fidelity in outcome 
studies. Clinical Psychology Review, 11, 247-266. 

Office of Applied Studies (OAS). (1997). National admissions to 
substance abuse treatment sei~vices. The Treatment Episode Data Set (TEDS) 
1992-1995. (Advanced Report No. 12, prepared by B. Ray, R. Thoreson, L. 
Henderson, & M. Toce). Rockville, MD: OAS, Substance Abuse and Mental 
Health Services Administration. 

Orlandi, M. A. (Ed.). (1995). Cultural competence for evaliuUors. 
Rock\ille, MD: Center for Substance Abuse Prevention, Substance Abuse 
and Mental Health Services Administration. 

Project MATCH Research Group. (1993). Project MATCH: Rationale 
and methods for a multisite clinical trial matching alcoholism patients to 
treatment. Alcoholism: Clinical and Experimental Research, 17, 1130-1145. 

Sampl, S., & Kadden, R. (2001). Motivationcd enhancement therapy 
and cognitive behavioral therapy for adolescent cannabis users: 5 sessions. 
Cannabis Youth Treatment (CYT) Senes, Volume 1 . DHHS Pub. No. (SMA) 
01-3486. Rockville, MD: Center for Substance Abuse Treatment, Substance 
Abuse and Mental Health Services Administration. 

Tims, R, Hamilton, N., Dennis, M., & Brantley, L. (1999, August). 
Characteiistics and problems of adolescent manjuana users in treatment. 
Paper presented at the 107th Annual Convention of the American 
Psychological Association, Boston. 

Titus, J., Dennis, M., Diamond, G., Godley, S., Babor, T, Donaldson, 
J., Herrell, J., Tims, R, & Webb, C. (1999, August). Treatment of adolescent 
manjuana abuse: A randomized clinical tnal. Stnicture of the cannabis 
youth treatment study. Paper presented at the 107th Annual Convention of 
the /Vmerican Psychological Association, Boston. 

Webb, C., & Babor, T. (1999, August). Cannabis youth treatment 
stiuly: Referral sources. Paper presented at the 107th Annual Convention of 
the /Vmerican Psychological Association, Boston. 






Multidimensional Family Therapy for Adolescent Cannabis Users 



Webb, C., Scudder, M., Kaminer, Y., & Kadden, R. (2002). The 
motivational enhancement therapy) and cognitive behavioral thempy supplement: 
7 sessions of cognitive behavioral therapy) for adolescent cannabis usei's, 
Cannabis Youth Treatment (CYT) Series, Volume 2. DHHS Pub. No. 02-3659. 
Rock\ille, MD: Center for Substance Abuse Treatment, Substance Abuse and 
Mental Health Services Administration. 

White, W (1993). CHtical incidents: Ethical issues in substance 
abuse pt'evention and treatment. Bloomington, IL: Chestnut Health S^^stems. 

Wilson, G. T. (1998). Manual-based treatment and clinical practice. 
Clinical Psychology): Science and Practice, 5(3), 363-375. 




226 



228 



IX. References 

Alexander, B. K., & Hadaway, P. R (1982). Opiate addiction: The case 
for an adaptive orientation. Psychological Bulletin, 92, 367-381. 

iVlexander, J. R, Barton, C., Waldron, H., & Mas, C. II. (1983). 

Beyond the technology of family therapy: The anatomy of an intervention 
model. In K. D. Craig & R. J. McMahon (Eds.), Advances in clinical hehavioi^ 
therapy (pp. 48-73). New York: Brunner/Mazel. 

iVllen, J. R, Hauser, S. T, & Borman-Spurrell, E. (1996). Attachment 
theory as a framework for understanding sequelae of severe adolescent psy- 
chopathology. Jourfial of Consulting and Clinical Psychology, 64, 254-263. 

/Vilen, J. R, Hauser, S. T, Eickholt, G., Bell, K. L., & O’Connor, T. G. 
(1994). Autonomy and relatedness in family interactions as predictors of 
expressions of negative adolescent affect. Journal of Research on 
Adolescence, 4, 535-552. 

American Psychiatric Association (1994). Diagnostic and statistical 
manual of mental disorders (4th ed.). Washington, DC: /Vmerican 
Psychiatric Press. 

Avis, J. M., & Sprenkle, D. H. (1990). Outcome research on family 
therapy training: /V substantive and methodological review. Journal of 
Mantal and Family Therapy, 16, 241-264. 

Bank, L., Marlowe, J. H., Reid, J. B., Patterson, G. R., & Weinrott, M. 
R. (1991). /V comparative evaluation of parent-training interventions for 
families of chronic delinquents. Journal of Abnormal Child Psychology, 19, 
15-33. 

Banks, R., Hogue, A., Timberlake, T., & Liddle, H. A. (1996). An 
/Vfrocentric approach to group social skills training with inner-city /Vfrican 
/Vmerican adolescents. Jouirial of Negro Education, 65, 414-423. 

Baumrind, D. (1991). The influence of parenting style on adolescent 
competence and substance abuse. Journal of Early Adolescence, 11, 56-95. 

Baumrind, D., & Moselle, K. A. (1985). A developmental perspective 
on adolescent drug abuse. Advances in Alcohol and Substance Abuse: 

Alcohol and Substance Abuse in Adolescence, 4, 41-67. 

Bell, R. Q., & Chapman, M. (1986). Child effects in studies using 
experimental or brief longitudinal approaches to socialization. Psychological 
Review, 22, 595-603. 

Blechman, E. A. (1990). A new look at emotions and the family: A 
model of effective family communication. In E. A. Blechman (Ed.), 

Emotions and the family: For better or worse (pp. 201-224). Hillsdale, NJ: 
Lawrence Erlbaum /Vssociates. 

Bolton, R. (1979). People skills: How to assert yourself, listen to 
others, and resolve conflicts. New York: Simon & Schuster. 

Boundy, D. (Producer). (1996). Beat the sti'eet: Clean and sober in 
the city (Videotapel. (/Vvailable from Reelizations, P.O. Box 555, Woodstock, 
NY 12498.) 

Boyd-Rranklin, N. (1989). Black families in therapy: A multi-systems 
approach. New York: Guilford Press. 

Boykin, /V. W, & Toms, R. (1985). Black child socialization: /V 
conceptual framework. In H. McAdoo & J. McAdoo (Eds.), Black children: 
Social, educational, and parental envii'onments (pp. 215-242). Thousand 
Oaks, CA: Sage Publications. 




229 




Multidimensional Family Therapy for Adolescent Cannabis Users 



Bronfenbrenner, U. (1979). The ecology of human development: 
Experiments fcy nature and design. Cambridge, MA: Harvard University 
Press. 

Brook, J. S., Nomura, C., & Cohen, P. (1989). A network of influences 
on adolescent drug involvement: Neighborhood, school, peer, and family. 
Genetic y Socialj and Genercd Psychology Monographs y JJ5, 125-145. 

Brook, J. S., Whiteman, M., & Finch, S. (1993). Role of mutual 
attachment in drug use: A longitudinal study. Jouiiml of the American 
Academy of Child and Adolescent Psychiatryy 32, 982-989. 

Brook, J. S., Whiteman, M., Nomura, A. S., Gordon, A. S., & Cohen, 

P. (1988). Personality, family and ecological influences on adolescent drug 
use: A developmental analysis. In R. II. Coombs (Ed.), The family context of 
adolescent diug use (pp. 123-162). New York: Haworth Press. 

BrovMi, S. A., Myers, M. G., Mott, M. A., & Vik, P, W. (1994). 
Correlates of success following treatment for adolescent substance abuse. 
Applied and Preventive Psychologyy 3, 61-73. 

Bry, B. H., McKeon, R, & Pandina, R. S. (1982). Extent of drug use 
as a function of number of risk factors. Journal of Abnormal Psychology, 91, 
273-279. 

Bukstein, O. G. (1995). Adolescent substance abuse: Assessment, 
prevention and treatment. New York: John Wiley & Sons. 

Bullis, J., Fredericks, H. D. B., Lehman, C., Paris, K., Corbitt, J., & 
Johnson, B. (1994). Description and evaluation of the Job Designs Project 
for adolescents and young adults with emotional or beha\doral disorders. 
Behavioral Disordei's, 19, 254-268. 

Bullis, M., & Gaylord-Ross, R. (1991). Moving on: Transitions for 
youth with behavioral disoideis. Reston, VA: Council for Exceptional 
Children. 

Burke, R. J., & Weir, T. (1978). Sex differences in adolescent life 
stress, social support, and well-being. Journal of Psychology, 98, 277-288. 

Burton, L. M., Allison, K. W, & Obeidallah, D. (1995). Social context 
and adolescence: Perspectives on development among inner-city African 
American teens. In L. J. Cockett & A. C. Crouter (Eds.), Pathways through 
adolescence (pp. 119-138). Mahwah, NJ: Lawrence Erlbaum Associates. 

Burton, L. M., Obeidallah, D., & Allison, K. W. (1996). Ethnographic 
insights on social context and adolescent development among inner-city 
African American teens. In R. lessor, A. Colby, & R. A. Shweder (Eds.), 
Ethnogi aphy and human development: Context and meaning in social 
inquiry (pp. 395-418). Chicago: University of Chicago Press. 

Carlson, C. R., & Masters, J. C. (1986). Inoculation by emotion: 
Effects of positive emotional states on children’s reactions to sochil comparison. 
Developmental Psychology, 22, 760-765. 

Carnegie Council on Adolescent Development. (1989). Tivming 
points: Preparing Ameiican youth for the 21st century. The report of the task 
force on education of young adolescents. New York: Carnegie Corporation. 

Center for Substance Abuse Prevention/Office of Juvenile Justice 
and Delinquency Prevention (CSAP/OJJDP) (2000). Family strengthening 
initiative: Best practices. Rockville, MD\ CSiVP and OJJDP. 




230 



References 



Center for Substance Abuse Treatment (GSAT) (1999). Treatment of 
adolescents with substance abuse disorders (GSAT lYeatment Improvement 
Protocol Series). Roclwille, MD: Substance Abuse and Mental Health 
Ser\dces Administration. 

Ghatlos, J. G. (1997). Substance use and abuse and the impact on 
academic difficulties. Child and Adolescent Psychiatiic Clinics of North 
Amenca, 6, 545-568. 

Ghoderow, N. (1978). The leproduction ofmotheiing: Psychoanalysis 
and the ecology of gender. Berkeley, GA: University of California Press. 

Collins, W. A., & Gunnar, M. R. (1990). Social and personality 
devel op m e n t . Annual Review of Psychology^ 41 f 387—416. 

Columbia Pictures (Producer) & Singleton, J. (Director). (1991). 
Boyz n the hood [Videotape]. (Available from Columbia TriStar Home Video, 
Burbank, GA.) 

Gross, S., & Markus, H. (1991). Possible selves across the life span. 
Human Development, 34, 230-255. 

Dadds, M. R., & McHugh, T. A. (1992). Social support and treatment 
outcome in behavioral family therapy for child conduct problems. Journal of 
Consulting and Clinical Psychology, 60, 252-259. 

Dadds, M. R., Schwartz, S., & Sanders, M. R. (1987). Marital discord 
and treatment outcome in behavioral treatment of child conduct disorders. 
Journal of Consulting and Clinical Psychology, 55, 396-403. 

Dakof, G. A. (2000). Understanding gender differences in adolescent 
drug abuse: Issues of comorbidity and family functioning. Journal of 
Psychoactive Drugs, 32, 25-32. 

Dakof, G., Ibjeda, M., & Liddle, H. A. (2001). Predictors of engagement 
in adolescent drug abuse treatment. Jommal of the Ameiican Academy of 
Child and Adolescent Psychiatry, 40(3), 274-281. 

Deas-Nesmith, D., Brady, K. T, VTiite, R., & Campbell, S. (1999). 
HIV-risk beha\iors in adolescent substance abusers. Journal of Substance 
Abuse Treatment, 16, 169-172. 

Demo, D. H., & Hughes, M. (1990). Socialization and racial identity 
among black Americans. Social Psychology^ Quarterly, 53, 364-374. 

Dennis, M. L. (1999). Global appraisal of individual needs (GAIN). 
Bloomington, IL: Lighthouse Publications. 

Dennis, M. L., Titus, J. G., Diamond, G., Babor, T, Donaldson, J., 
Godley, S. H., Tims, R, Webb, G., Liddle, H. A., & Scott, G. (in press). The 
Cannabis Youth Treatment (GYT) experiment: A multisite study of five 
approaches to outpatient treatment for adolescents. Addiction. 

Diamond, G. M., & Liddle, H. A. (1996). Alliance building techniques 
with adolescents in family therapy. Poster presented at the American 
Academy of Marital and Family Therapy, Toronto, Canada. 

Diamond, G. M., Liddle, H. A., Dakof, G. A., & Hogue, A. (1997, 
December). Therapist alliance building techniques with adolescents in 
family therapy. Paper presented at the North American Society for 
Psychotherapy Research Conference, Tucson, AZ. 

Diamond, G. M., Liddle, H. A., Hogue, A., & Dakof, G. A. (1999). 
iVlliance building interventions with adolescents in family therapy: A process 
study. Psychotherapy: Theoiy, Research, Practice, aiul Training, 36(4), 



355-368. 



231 




ERIC 



Multidimensional Family Therapy for Adolescent Cannabis Users 



Diamond, G. S., & Liddle, H. A. (1996). Resolving a therapeutic 
impasse between parents and adolescents in multidimensional family therapy. 
Journal of Considting and Clinical Psychology, 64(3), 481-488. 

Diamond, G. S., & Liddle, H. A. (1999). Transforming negative 
parent-adolescent interactions: From impasse to dialogue. Family Process, 
3S(1), 5-26. 

Dishion, T. J., & Andrews, D. W. (1995). Preventing escalation in 
problem beha\4ors with high-risk young adolescents: Immediate and 1-year 
outcomes. Journal of Consulting and Clinical Psychology, 63, 538-548. 

Dishion, T. J., Capaldi, D., Spracklen, K. M., & Li, F. (1995). Peer 
ecology of male adolescent drug use. Developmental Psychopathology, 7, 
803-824. 

Dix, T. (1991). The affective organization of parenting: Adaptive and 
maladaptive processes. Psychological Bulletin, 110, 3-25. 

Dix, T. II., & Grusec, J. E. (1985). Parent attribution processes in 
the socialization of children. In I. Sigel (Ed.), Parental belief systems: The 
psychological consequences for childien (pp. 201-233). Hillsdale, NJ: 
Lawrence Erlbaum Associates. 

DMX (1998). IPs dark and hell is hot [CD] . (Available from Def Jam 
Music Group, New York, NY.) 

Doane, J. A., Hill, W. L., & Diamond, D. (1991). A developmental 
view of therapeutic bonding in the family: Treatment of the disconnected 
family. Family Pi'ocess, 30, 155-176. 

Dodge, K. A. (1989). Coordinating responses to aversive stimuli: 
Introduction to a special section on the development of emotional regulation. 
Developmental Psychology, 25, 339-342. 

Dodge, K. A., & Garber, J. (Eds.) (1989). The development of affect 
regulation and dysiegukition. New York: Cambridge University Press. 

Drug Strategies (2002). Treating teens: A guide to adolescent ding 
programs. Washington, DC: Drug Strategies. 

Dryfoos, J. G. (1991). Adolescents at risk: A summation of work in 
the field — Programs and policies. Journal of Adolescent Health, 12, 

630-637. 

Erikson, E. H. (1968). Identity: Youth and ciisis. New York: Norton. 

Ferrari, J. R., & Olivette, M. J. (1993). Perceptions of parental 
control and the development of indecision among late adolescent females. 
Adolescence, 28, 963-970. 

Fischer, K. W., Shaver, P. R., & Carnochan, P. (1989). A skill 
approach to emotional development: From basic- to subordinate-category 
emotions. In W. Damon (Ed.), Child development today and tomoirow (pp. 
107-136). San Frimcisco: Jossey-Biiss. 

Flannery, D., Vazson>4, A., & Rowe, D. (1996). Caucasian and 
Hispanic early adolescent substance use: Parenting, personality, and school 
adjustment. Journal of Early Adolescence, 16(1), 71-89. 

Fordham, S., & Ogbu, J. U. (1986). Black students’ school success: 
Coping with the burden of “acting white.” Urban Review, 18, 176-206. 

Forgatch, M. S. (1989). Patterns and outcome in family problem 
solving: The disrupting effect of negative emotion. Jouincd of Marriage and 
the Family, 51, 115-124. 






References 



ERIC 



E>edericks, B., Bullis, M., Nishioka-Evans, V, & Lehman, G. (1993). 
Competitive job training and placement for youths with severe emotional 
disturbances. Journal of Vocational Rehabilitation, 3, 61-71. 

Fuligni, A. J., & Eccles, J. S. (1993). Perceived parent-child 
relationships and early adolescents’ orientation toward peers. 

Developmental Psychology, 29, 622-632. 

Gergen, K. J. (1991). The saturated self: Dilemmas of identity in 
contemporary life. New York: Basic Books. 

Gilligan, C. (1982). In a different voice: Psychological theory and 
women's development. Cambridge, MA: Harvard University Press. 

Goldsmith, II. II., Buss, A. II., Plomin, R., Rothbart, M., Thomas, A., 
Chess, S., Hinde, R., & McCall, R. (1987). Roundtable: W^iat is temperament? 
Four approaches. Child Development, 58, 515-529. 

Goodnow, J. J. (1988). Parents’ ideas, actions and feelings: Models 
and methods from developmental and social psychology. Child Development, 
59, 286-320. 

Gottman, J. M. (1983). How children become friends. Monographs 
of the Society for Research in Child Development, 48, 86. 

Gottman, J. M., & Levenson, R. W. (1984). Why marriages fail: 
Affective and physiological patterns in marital interaction. In J. G. Masters 
& K. Yarkin-Levin (Eds.), Boundary areas in social and developmental 
psychology (pp. 67-106). Orlando, FL: Academic Press. 

Gramercy Pictures (Producer) & Robbins, T. (Director) (1995). Dead 
man walking [Videotape]. (Available from Gramercy Pictures, USA Films, 
New York, NY.) 

Greenberg, L. S., & Pinsof, W. M. (1986). Process research: Current 
trends and future perspectives. In L. S. Greenberg & W. M. Pinsof (Eds.), 

The psychotherapeutic process: A research handbook (pp. 3-20). New York: 
Guilford Press. 

Greenberg, M. T., Siegel, J. M., & Leitch, G. J. (1983). The nature 
and importance of attachment relationships to parents and peers during 
adolescence. Jowmal of Youth and Adolescence, 12, v373-386. 

Greenberg, M. T, Speltz, M. L., & DeKlyen, M. (1993). The role of 
attachment in the early development of disruptive behavior problems. 
Development and Psychopathology, 5, 191-213. 

Griest, D. L., & Forehand R. (1982). How can I get my parent training 
done with all these other problems going on? Child and Family Behavior 
Therapy, 4, 73-80. 

Grossman, K. E., & August-Frenzel, P. (1991). Emotional development. 
In R. M. Lerner, A. G. Petersen & J. Brooks-Gunn (Eds.), Encyclopedia of 
adolescence (pp. 301-306). New York: Garland Publishing. 

Grotevant, H. D., & Cooper, G. R. (Eds.). (1983) . Adolescent 
development in the family. San Francisco: Jossey-Bass. 

Grotevant, H. D., & Cooper, G. R. (1986). Individuation in family 
relationships: A perspective on individual differences in the development of 
identity and role-taking skill in adolescence. Human Development, 29, 



Haley, J. (1976). Problem solving therapy. San Francisco: 
Jossey-Bass. 

Haley, J. (1997). Leaving home: The therapy of disturbed young 
people (2nd ed.). New York: Brunner/Mazel. 



82-100. 





Multidhnensional Family Therapy for Adolescent Cannabis Users 



Harlow, L. L., Newcomb, M. D., & Bentler, P. M. (1986). Depression, 
self-derogation, substance use, and suicide ideation: Lack of purpose in life 
as a mediational factor. Journal of Clinical Psychology^ 42, 5-21. 

Hauser, S. T., Liebman, W., Houlihan, J., Powers, S. I., Jacobson, A. 
M., Noam, G. G., Weiss, B., & Follansbee, D. (1985). Family contexts of 
pubertal timing. Journal of Youth and Adolescence, 14, 317-337. 

Hauser, S. T., Powers, S. I., & Noam, G. G. (1991). Adolescents and 
their families: Paths of ego development. New York: Free Press. 

Hauser, S. T., Powers, S. I., Noam, G. G., Jacobson, A. M., Weiss, B., 
& Follansbee, D. J. (1984). Familial contexts of adolescent ego development. 
Child Development, 55, 195-213. 

Haviland, J. M., & I^ramer, D. A. (1991). Affect-cognition relationships 
in adolescent diaries: The case of Anne Frank. Human Development, 34, 



Hawkins, J. D., Catalano, R. F, & Miller, J. Y. (1992). Risk and 
protective factors for alcohol and other drug problems in adolescence and 
early adulthood: Implications for substance abuse prevention. Psychological 
Bulletin, 112, 64-105. 

Hefner, K., & Brown, T. (2000). Youth communication: Teens wiiting 
for teens. (Available at ^v^v^v.youthcomm.org/.) 

Hesley, J. W, & Hesley, J. G. (1998). Rent two films and let's talk in 
the morning: Using popular movies in psychotherapy. New York: John Wiley 
& Sons. 

Hill, J. (1980). The family. In M. Johnson (Ed.), Ibtvard adolescence: 
The middle school years. Seventy-ninth yearbook of the National Society for 
the Study of Education (pp. 32-55). Chicago: University of Chicago Press. 

Hinojosa, M. (1994). Jail seen as a Hte of passage by many. Cassette 
recording. Radio Segment 6, All Things Considered. Washington, DC: 
National Public Radio. 

Hinshaw, S. P. (1992). Externalizing behavior problems and academic 
underachievement in childhood and adolescence: Causal relationships and 
underlying mechanisms. Psychological Bulletin, 111, 127-155. 

Hoffman, L. (1981). Foundations of family therapy. New York: Basic 

Books. 

Hogue, A., & Liddle, H. A. (1999). Family-based preventive inten^ention: 
An approach to preventing substance abuse and antisocial behavior. 
American Jouriml of Orthopsychiatry, 69, 275-293. 

Hogue, A. T., Liddle, H. A., Becker, D., & Johnson-Leckrone, J. 
(2002). Family-based prevention counseling for high-risk young adolescents: 
Immediate outcomes. Journal of Coynynunity Psychology, 30(1), 1-22. 

Hogue, A., Liddle, H. A., Rowe, C., Turner, R. M., Dakof, G. A., & 
LaPann, K. (1998). Treatment adherence and differentiation in indhldual 
versus family therapy for adolescent substance abuse. Journal of Counseling 
Psychology, 45, 104-114. 

Hooley, J. M. (1985). Expressed emotion. Clmical Psychology Review, 
5, 119-139. 

Howard, K. L, Lueger, R. J., Maling, M. S., & Martinovich, Z. (1993). 
A phase model of psychotherapy outcome: Causal mediation of change. 
Journal of Consulting and Clinical Psychology, 61, 678-685. 

Ingersoll, G. M., & Orr, D. P. (1989). Beha\1oral and emotional risk 
in early adolescents. Journal of Early Adolescence, 9, 396-408. 



143-159. 





ERIC 



References 



Jackson-Gilfort, A., & Liddle, H. A. (in press). Family therapy 
engagement and culturally relevant theme content for African-American 
adolescent males. Amencan Journal of Orthopsychiatry. 

Jackson-Gilfort, A., Liddle, H. A., & Dakof, G. (1997, December). 
The relationship of cultural theme discussion to engagement with acting 
out, African-American male adolescents in family therapy. Paper presented 
at the North American Society for Psychotherapy Research Conference, 
Tucson, AZ. 

Jackson-Gilfort, A., Liddle, H. A., Tejeda, M. J., & Dakof, G. A. 
(2001). Facilitating engagement of African-American male adolescents in 
family therapy: A cultural theme process study. Jouiyial of Black Psychologyy 
27(3), 321-340. 

Jainchill, N., Bhattacharya, G., & Yagelka, J. (1995). Adolescents in 
TCs: Gender issues and drug use. Philadelphia: Center for Therapeutic 
Community Research. 

Kandel, D. B., Kessler, R. C., & Margulies, R. Z. (1978). Antecedents 
of adolescent initiation into stages of drug use: A developmental analysis. 
Journal of Youth and Adolescencey 7, 13-40. 

Kaufman, E. (1985). Family systems and family therapy of substance 
abuse: An overview of two decades of research and clinical experience. 
InteiTiatiomd Jounial of the Addictions y 20, 897-916. 

Kaye, K. (1985). Toward a developmental psychology of the family. 

In L. LAbate (Ed.), Handbook of family psychology and therapy (\^ol. 2, pp. 
38-72). Homewood, IL: Dorsey Press. 

Kazdin, A. E. (1994). Psychotherapy for children and adolescents. In 
A. E. Bergin & S. L. Garfield (Eds.), Handbook of psychotherapy and behavior 
change (4th ed., pp. 543-594). New York: John Wiley & Sons. 

Kellam, S. G., Brown, C. 11 . , Rubin, B. R., & Ensminger, M. E. 

(1983). Paths leading to teenage psychiatric symptoms and substance use: 
Developmental epidemiological studies in Woodlawn. In S. B. Guze, F. J. 
Earls & J. E. Barrett (Eds.), Childhood p^chopathology and development 
(pp. 17-51). New York: Raven Press. 

Kelley, H. H. (1984). Affect in interpersonal relations. Review of 
Personality and Social Psychologyy 5, 89-115. 

Koeningsberg, 11 . , & Handley, R. (1986). Expressed emotion. 
Ameiican Jowmal of Psychiatry, 143, 1361-1373. 

Koestler, A. (1978). Janus: A summing up. New York: Vintage Books. 
LaFromboise, T. D., & Bigfoot, D. (1988). Cultural and cognitive 
considerations in the prevention of American Indian adolescent suicide. 
Journal of Adolescence, 11, 139-153. 

Langer, L. M., & Tiibman, J. G. (1997). Risky sexual behavior among 
substance abusing adolescents: Psychosocial and contextual factors. 
American Journal of Orthopsychiatry, 67, 315-322. 

Larson, R. W. (1983). Adolescents’ daily experiences with family and 
friends: Contrasting opportunity. Jouymal of Marriage and the Family, 45, 
739-750. 

Larson, R. W. (2000). Toward a psychology of positive youth 
development. A?nencan Psyc/io/ogist, 55, 170-183. 

Lazarus, R. S. (1991). Emotion and adaptation. New York: Oxford 
University Press. 









Multidimensional Family Therapy for Adolescent Cannabis Users 



Lebow, J. L., & Gurman, A. S. (1995). Research assessing couple and 
family therapy. Annual Review of Psychology, 46, 27-57. 

Leff, J., & Vaughn, C. (1985). Expressed emotion in families. New 
York: Guilford Press. 

Lerner, R. M., & Spanier, G. B. (1978). Dynamic interactional view 
of child and family development. In R. M. Lerner & G. B. Spanier (Eds.), 
Child influences on inaHtal and family interaction: A life-span perspective 
(pp. 1-22). New York: Academic Press. 

Liddle, H. A. (1982). Using mental imagery to create therapeutic 
and supervisory realities. Amencan Journal of Family Therapy, 10, 68-72. 

Liddle, H. A. (1984). Toward a dialectical-contextual-coevolutionary 
translation of structural-strategic therapy. Jowmal of Strategic and Systemic 
Therapies, 4, 64-78. 

Liddle, H. A. (1985). Five factors of failure in structural-strategic 
family therapy: A contextual construction. In S. B. Coleman (Ed.), Failures 
in family therapy (pp. 152-189). New York: Guilford Press. 

Liddle, H. (1988). Developmental thinking and the family life cycle: 
Implications for training family therapists. In C. Falicov (Ed.), Family 
transitions: Continuity and change across the life cycle (pp. 449-465). New 
York: Guilford Press. 

Liddle, H. A. (1991). Empirical values and the culture of family 
therapy. Journal of Mamtal and Family Therapy, 17, 327-348. 

Liddle, H. A. (1992). A multidimensional model for treating the 
adolescent who is abusing alcohol and other drugs. In W. Snyder & T. Ooms 
(Eds.), Empoweiing families, helping adolescents: Family-centered treatment 
of adolescents with alcohol, drug abuse, and mental health problems (pp. 
91-100). Rockville, MD: U.S. Government Printing Office. 

Liddle, H. A. (1993). Engaging adolescents in family therapy: Some 
early phase skills. In T. S. Nelson and T. S. Trepper (Eds.), 101 intei'ventions 
in family therapy^ (pp. 389-398). New York: Haworth Press. 

Liddle, H. A. (1994a). The anatomy of emotions in family therapy 
with adolescents. Journal of Adolescent Research, 9, 120-157. 

Liddle, H. A. (1994b). Multicomponent Intervention for Adolescent 
Drug Abuse (ROl DA09424). National Institute on Drug Abuse grant. 

Liddle, H. A. (1995). Conceptual and clinical dimensions of 
multidimensional, multisystems engagement strategy in family-based 
adolescent treatment. Psychotherapy, 32, 39-58. 

Liddle, H. A. (1999). Theory development in a family-based therapy 
for adolescent drug abuse. Journal of Clinical Child Psychology, 28, 

521-532. 

Liddle, H. A. (in press). MiiUiclimerisional family therapy for adolescent 
substance abuse. New York: Norton Professional Books. 

Liddle, II. A., Becker, D., & Diamond, G. M. (1997). Family therapy 
supervision. In C. E. Watkins, Jr. (Ed.), Handbook of psychotherapy supervision 
(pp. 400-418). New York: John Wiley & Sons. 

Liddle, H. A., Breunlin, D., & Schwartz, R. (Eds.). (1988). Handbook 
of family therapy^ training and supei'vision. New York: Guilford Press. 





236 



References 



Liddle, H. A., & Dakof, G. A. (1995). Family-based treatments for 
adolescent drug abuse: State of the science. In E. Rahdert & D. Gzechowicz 
(Eds.), Adolescent ding abuse: Clinical assessment and therapeutic interventions 
(NIDA Research Monograph 156, NIH Publication No. 95-3908, pp. 
218-254). Rockville, MD: National Institute on Drug Abuse. 

Liddle, H. A., & Dakof, G. A. (2002). Intensive family based therapy 
vs. residential treatment for adolescent drug abuse. Paper presented at the 
meeting of the College on Problems of Drug Dependence (GPDD), (Quebec, 
Canada. 

Liddle, H. A., Dakof, G. A., & Diamond, G. (1991). Adolescent 
substance abuse: Multidimensional family therapy in action. In E. Kaufman 
& P. Kaufman (Eds.), Family therapy^ ofdmig and alcohol abuse (pp. 120-171). 
Boston: Allyn & Bacon. 

Liddle, H. A., Dakof, G., Diamond, G., Holt, M., Arroyo, J., & Watson, 
M. (1992). The adolescent module in multidimensional family therapy. In G. 
W. Lawson & A. W. Lawson (Eds.), Adolescent substance abuse: Etiology, 
treatment, and prevention (pp. 165-186). Gaithersburg, MD: Aspen 
Publishers. 

Liddle, II. A., Dakof, G. A., Parker, K., Diamond, G. S., Barrett, K., & 
Tejeda, M. (2001). Multidimensional family therapy for adolescent drug 
abuse: Results of a randomized clinical trial. Amencan Journal of Alcohol 
and Drug Abuse^ 27(4), 651-688. 

Liddle, H. A., Dakof, G. A., Turner, R. M., & Tejeda, M. (in press a). 
Advances in adolescent drug abiuse treatments: Findings from the multidi- 
mensioncd family therapy research program (NIDA Research Monograph). 

Liddle, II. A., Dakof, G. A., Turner, R. M., & Tejeda, M. (in press b). 
Treating adolescent substance abuse: A comparison of individual and family 
therapy interventions. Addiction. 

Liddle, II. A., & Diamond, G. S. (1991). Adolescent substance 
abusers in family therapy: The critical initial phase of treatment. Family 
Dynamics of Addiction Quarterly, 1, 55-68. 

Liddle, H. A., & Hogue, A. (2000). A developmental, family-based, 
ecological preventive intervention for antisocial behavior in high-risk 
adolescents. Journal of Maiital and Family Therapy, 26, 265-279. 

Liddle, H. A., & Hogue, A. (2001). Multidimensionar family therapy 
for adolescent substance abuse. In E. F. Wagner & H. B. Waldron (Eds.), 
Innovations in adolescent substance abuse interventions (pp. 229-261). 
London: Elsevier. 

Liddle, H., & Rowe, G. (2000). Multidimensional family therapy for 
adolescent drug abuse. The Addictions Newsletter, 7, 11, 22, 23. 

Liddle, H. A., Rowe, G. L., Dakof, G., & Lyke, J. (1998). Translating 
parenting research into clinical inter\^entions for families of adolescents. 
Clinical Child Psychology^ and Psychiatry, 3, 419-443. 

Liddle, H. A., Rowe, G., Diamond, G. M., Sessa, R, Schmidt, S., & 
Ettinger, D. (2000). Toward a developmental family therapy: The clinical 
utility of research on adolescence. Journal of MaHtal and Family Therapy, 
26(4), 485-499. 

Liddle, H. A., Rowe, G. L., Quille, T. J., Dakof, G. A., Mills, D. S., 
Sakran, E., & Biaggi, H. (2002). Transporting a research-based adolescent 
drug treatment into practice. Journal of Substance Abuse Treatment, 22, 



1-13. 



ERIC 



237 




Multidimensional Family Therapy for Adolescent Cannabis Users 



Liddle, H. A., & Saba, G. W (1983). Clinical use of the family life 
cycle: Some cautionary guidelines. In H. A. Liddle (Ed.), Clinical implicatioris 
of the family life cycle (pp. 161-176). Rockville, MD: Aspen Systems. 

Liddle, H. A., & Saba, G. W (1985). The isomorphic nature of training 
and therapy: Epistemologic foundation for a structural-strategic training 
paradigm. In J. Schwartzman (Ed.), Families and other systems (pp. 27-47). 
New York: Guilford Press. 

Liddle, H. A., & Schwartz, R. (1983). Live supervision/consultation: 
Pragmatic and conceptual guidelines for family therapy trainers. Family 
Process, 22, 477-490. 

Lindahl, K. M., & Markman, 11. J. (1990). Communication and negative 
affect regulation in the family. In E. A. Blechman (Ed.), Emotions and the 
family: For better or for worse (pp. 99-115). Hillsdale, NJ: Lawrence 
Erlbaum Associates. 

Linehan, M. M. (1993) Cognitive-behavioral treatment ofbordeiiine 
personality disorders. New \brk: Guilford Press. 

Linehan, M. M. (1996, August). Development and dissemination of 
treatments for abuse. Invited address at the 104 th Annual Convention 
of the American Psychological Association, Toronto, Canada. 

Loeber, R. (1988). Behavioral precursors and accelerators of 
delinquency. In W. Buihiuisen & S. A. Mednick (Eds.), Explaining crime 
(pp. 51-67). Leiden, The Netherlands: Brill. 

Loeber, R. (1991). Antisocial behavior: More enduring than changeable? 
Journal of the Ameiican Academy of Child and Adolescent Psychiatry, 30, 
393-397. 

Loeber, R., & Stouthamer-Loeber, M. (1986). Family factors as 
correlates and predictors of juvenile conduct problems and delinquency. 

In M. Tonry & N. Morris (Eds.), Crime ami justice: An annual review of 
research (Vol. 7, pp. 29-149). Chicago: University of Chicago Press. 

Luborsky, L., & Crits-Christoph, P (1990). Understamling transference: 
The CCRT method. New York: Basic Books. 

L>tton, M. (1990). Child and parent effects in boys’ conduct disorder: A 
reinterpretation. Developmental Psychology, 26, 683-697. 

Madanes, C. (1981). Strategic family therapy. San Francisco: 
Jossey-Bass. 

Mahoney, M. J. (1984). Integrating cognition, affect, and action: A 
comment. Cognitive Therapy and Research, 8, 585-589. 

Mahrer, A. R. (1988). Research and clinical applications of “good 
moments” in psychotherapy. Jomiml of Integrative and Eclectic 
Psychotheiapy, 7, 81-93. 

Mann, B. J., Borduin, C. M., Henggeler, S. W., & Blaske, D. M. 

(1990). An investigation of systematic conceptualizations of parent-child 
coalitions and symptom change. Journal of Consulting and Clinical 
Psychology, 58, 336-344. 

Markus, 11., & Nurius, P (1986). Possible selves. A?ne?7can 
Psychologist, 41, 954-969. 

Masten, A. S., & Coatsworth, J. D. (1998). The development of 
competence in favorable and unfavorable environments: A tale of resources, 
risk, and resilience. Ameiican Psychologist, 53, 205-220. 




ERIC 




References 



Matheny, A. P. (1989). Children’s behavioral inhibition over age and 
across situations: Genetic similarity for a trait during change. Journal of 
Personality, 57, 215-235. 

Mendel, R. A. (2000). Less hype, more help: Reducing juvenile crime, 
what works — and what doesn't. Washington, DC: American Youth Policy 
Forum. 

Miller, G. E., & Prinz, R. J. (1990). Enhancement of social learning 
family interventions for childhood conduct disorder. Psychological Bulletin, 
108, 291-307. 

Miller, T. W. (1976). The effects of core facilitative conditions in 
mother on adolescent self-esteem. Jouiyial of Social Psychology, 100, 
147-148. 

Miller, W. R., & BrowTi, S. A. (1997). Why psychologists should treat 
alcohol and drug problems. Ameiican Psychologist, 52, 1269-1279. 

Miller, W. R., & Hester, R. K. (1986). The effectiveness of alcoholism 
treatment: What research reveals. In W. R. Miller & N. Heather (Eds.), The 
addictive behaviors: Processes of change (pp. 121-174). New York: Plenum 
Press. 

Minuchin, P. (1985). Families and individual development: 
Provocations from the field of family therapy. Child Development, 56, 
289-302. 

Minuchin, S. (1974). Families and family therapy. Cambridge, MA: 
Harvard University Press. 

Minuchin, S. (1982). Structural family therapy. In E. Kaufman and P. 
Kaufman (Eds.), Family therapy of drug abuse. Needham Heights, MA: Allyn 
& Bacon. 

Minuchin, S., & Fishman, H. C. (1981). Family therapy techniques. 
Cambridge, MA: Harvard University Press. 

Minuchin, S., Rosman, B. L., & Baker, L. (1978). Psychosomatic 
families: Anorexia nervosa in context. Cambridge, MA: Harvard University 
Press. 

Miram^ix (Producer) & Van Sant, G. (Director). (1997). Good Will 
Hunting [Videotape]. (Available from Miramax Films, New York, NY.) 

Montemayor, R. (1983). Parents and adolescents in conflict: All 
families some of the time and some families most of the time. Jouimal of 
Early Adolescence, 3, 83-103. 

Montemayor, R. (1986). Family variation in parent-adolescent storm 
and stress. Journal of Adolescent Research, 1, 15-31. 

National Institute on Drug Abuse (1999). Piinciples ofdn^ addiction 
treatment: A research’based guide (NIH Publication No. 00-4180). Rockville, 
MD: National Institute on Drug Abuse. 

Newcomb, M. (1995). Identifying high-risk youth: Prevalence and 
patterns of adolescent drug abuse. In E. Rahdert & D. Czechowicz (Eds.), 
Adolescent drug abuse: Clinical assessments and therapeutic intei^entions 
(NIDA Research Monograph 156, NIH Publication No. 95-3908, pp. 7-38). 
Roclallle, MD: National Institute on Drug Abuse. 

Newcomb, M. D. (1992). Understanding the multidimensional 
nature of drug use and abuse: The role of consumption, risk factors, and 
protective factors. In M. Glantz & R. Pickens (Eds.), Vulnerability to drug 
abuse (pp. 255-297). Washington, DC: American Psychological Association. 




239 




Multidimensional Family Therapy for Adolescent Cannabis Users 



Newcomb, M. D., & Bender, P. M. (1988). Impact of adolescent drug 
use and social support on problems of young adults: A longitudinal study. 
Journal of Abnormal Psychology f 97 ^ 64-75. 

Newcomb, M. D., & Bender, P. M. (1989). Substance use and abuse 
among children and teenagers. Ainerican Psychologist, 44, 242-248. 

Newcomb, M. D., & Harlow, L. L. (1986). Life events and substance 
use among adolescents: Mediating effects of perceived loss of control and 
meaninglessness in life. Jommal of Personality and Social Psychology^, 51, 
564-577. 

Newcomb, M. D., Maddahian, E., & Bender, P. M. (1986). Risk factors 
for drug use among adolescents: Concurrent and longitudinal analyses. 
Ameiican Journal of Public Health, 76, 525-531. 

Nichols, M. P, & Schwartz, R. G. (1998). Family therapy: Concepts 
and methods (4th ed.). Needham Heights, MA: A11 \ti & Bacon. 

Nightingale, E. O., & Wolverton, L. (1993). Adolescent rolelessness 
in modern society. Tkachers College Record, 94, 472-486. 

Nowinski, J. (1999). Self-help groups for addiction. In B. S. McCrady 
and E. E. Epstein (Eds.), Addictions: A comprehensive guidebook (pp. 
328-346). New York: Oxford University Press. 

Offer, D., Ostrov, E., & Howard, K. L. (1981). The mental health 
professional’s concept of the normal adolescent. Archives of General 
Psychiatry, 38, 149-152. 

Oyserman, D., & Markus, H. (1990). Possible selves and delinquency. 
Journal of Personality and Social Psychology, 59, 112-125. 

Ozechowski, T, & Liddle, H. A. (2000). Family-based therapy for 
adolescent drug abuse: I^nowns and unknowns. Clinical Child and Family 
Psychology Review, 3(4), 269-298. 

Palmer, R. B., & Liddle, H. A. (1994). Intervention implications of 
contemporary perspectives about adolescent drug abuse. In T. Gullota, G. 
Adams, & R. Montemayor (Eds.), Advances in adolescent development: 
Pi'oblem behaviors of adolescents (pp. 114-138). Newberry Park, GA: Sage. 

Pandina, R. J., Johnson, V., & Labouvie, E. W. (1992). Affecthaty: A 
central mechanism in the development of drug dependence. In M. D. Glantz 
& R. W. Pickens (Eds.), Vulnerability to drug abuse (pp. 179-209). 
Washington, DG: American Psychological Association. 

Pardeck, J. A., & Pardeck, J. T. (1990). Family factors related to 
adolescent autonomy. Ado/escence, 25, 311-319. 

Patterson, G. R. (1982). A social leaiming approach: Vol. 3, Coercive 
family process. Eugene, OR: Gastalia Publishing Gompany. 

Patterson, G. R., & Ghamberlain, P. (1994). A functional analysis of 
resistance during parent training therapy. Clinical Psychology: Science and 
Practice, 1, 53-70. 

Patterson, G. R., Reid, J. B., & Dishion, T. J. (1992). Antisocial boys: 
A sockd interactional approach. Eugene, OR: Gastalia Publishing Gompany. 

Patterson, G. R., & Stouthamer-Loeber, M. (1984). The correlation 
of family management practices and delinquency. C/ii/d Development, 55, 
1299-1307. 

Peele, S. (1986). The “cure” for adolescent drug abuse: Worse than 
the problem? Jounml of Counseling and Development, 65, 23-24. 




240 



References 



Petraitis, J., Flay, B. R., & Miller, T. Q. (1995). Reviewing theories of 
adolescent substance use: Organizing pieces in the puzzle. Psychological 
Bulletin, 117, 67-86. 

Phinney, J. S., & Chavira, V. (1995). Parental ethnic socialization 
and adolescent coping with problems related to ethnicity. Jowmal of 
Research on Adolescence, 5, 31-53. 

Phinney, J. S., & Devich-Navarro, M. (1997). Variations in bicultural 
identification among African American and Mexican American adolescents. 
Journal of Research on Adolescence, 7, 3-32. 

Pinderhughes, E. (1982). Afro-American families and the victim 
system. In M. McGoldrick, J. K. Pearce, & J. Giordano (Eds.), Ethnicity and 
family therapy (pp. 108-122). New York: Guilford Press. 

Pinsof, W. M., & Wynne, L. C. (2000). Toward progress research: 
Closing the gap between family therapy practice and research. Journal of 
Mairiage and Family Counseling, 26, 1-8. 

Polygram Video (Producer) & I^alvert, S. (Director). (1995). 
Basketball diaiies [Videotape]. (Available from Polygram Filmed 
Entertainment, Beverly Hills, CA). 

Rahdert, E. (1990). The Problem Chiented Screening Insti^ument for 
Teenagers (POSIT). Bethesda, MD: National Institute on Drug Abuse. 

Resnick, M. D., Bearman, P. S., Blum, R. W., Bauman, K. E., Harris, 

K. M., Jones, J., Tabor, J., Beuhring, T, SieMng, R. E., Shew, M., Ireland, M., 
Bearinger, L. 1 1., & Udry, J. R. (1997). Protecting adolescents from harm: 
Findings from the National Longitudinal Study on Adolescent Health. 
Journal of the American Medical Association, 278, 823-831. 

Richman, J. (Producer). (2000). Teenage diaiies. New York: National 
Public Radio. (Available at www.radiodiaries.org/teenagediaries.html.) 

Robbins, M. S., Alexander, J. F, Newell, R. M., & Turner, C. W. 
(1996). The immediate effect of reframing on client attitude in family 
therapy. Jommal of Family Psychology, 10, 28-34. 

Rook, K. S. (1984). The negative side of social interaction: Impact 
on psychological well-being. Journal of Personality and Social Psychology^, 
46, 1097-1108. 

Rowe, C. L., Liddle, H. A., & Dakof, G. D. (in press). Classifying 
adolescent substance abusers by level of externalizing and internalizing 
symptoms. Journal of Child and Adolescent Substance Abuse. 

Rowe, C., Liddle, H. A., McClintic, K., & Quille, T. J. (2002). 
Integrative treatment development: Multidimensional family therapy for 
adolescent substance abuse. In F. W. Kaslow & J. Lebow (Eds.), 
Compt'ehensive Handbook of Psychotherapy: Integrative/Eclectic (Vol. 4, 
pp. 133-161). New York: John Wiley & Sons. 

Rowe, C. L., Parker-Sloat, B., Schwartz, S., & Liddle, H. A. (in press). 
Family therapy for early adolescent substance abuse. In S. Stevens & A. 
Morral (Eds.), Adolescent drug treatment: Theory and implementation in 
eleven national projects. Special Issue of Drugs and Society. 

Rueger, D. B., & Liberman, R. P. (1984). Behavioral family therapy 
for delinquent and substance-abusing adolescents. Journal of Drug Issues, 
14, 403-418. 



Rutter, M. (1980). Changing youth in a changing society: Patterns of 
adolescent development and disoi^der. Cambridge, MA: Harvard University 
Press. 




Multidimensional Family Therapy for Adolescent Cannabis Users 



Saarni, C., & Crowley, M. (1990). The development of emotion 
regulation: Effects on emotional state and expression. In E. A. Blechman 
(Ed.), Emotions and the family: For better or for worse (pp. 53-73). 

Hillsdale, NJ: Lawrence Erlbaum Associates. 

Safran, J. D., & Greenberg, L. S. (1991). Affective change processes: 
A synthesis and critical analysis. In J. D. Safran & L. S. Greenberg (Eds.), 
Emotion, psychotherapy, and change (pp. 339-362). New York: Guilford 
Press. 

Sameroff, A. J. (1975). Early influences on development: Fact or 
fancy? Meriill Palmer Quarterly, 21, 267-294. 

Sameroff, A. J., & Feil, L. A. (1984). Parental concepts of development. 
In I. Sigel (Ed.), Parental belief systems: The psychological consequences for 
children (pp. 83-105). Hillsdale, NJ: Lawrence Erlbaum Associates. 

Schinke, S. R, Orlandi, M. A., Botvin, G. J., Gilchrist, L. D., Trimble, 
J. E., & Locklear, V. S. (1988). Preventing substance abuse among American 
Indian adolescents: A bicultural competence skills approach. Jouiiuil of 
Counseling Psycholog;^), 13, 281-287. 

Schmidt, S. E., Liddle, H. A., & Dakof, G. A. (1996). Changes in 
parenting practices during multidimensional family therapy. Jommal of 
Family Psychology, J0(1), 12-27. 

Schoenwald, S. K., Henggeler, S. \V., Brondino, M. J., & Rowland, M. 
D. (2000). Multisystemic therapy: Monitoring treatment fidelity. Family 
Process, 39, 83-103. 

Schottenfeld, R. S., Pascale, R., & Sokolowski, S. (1992). Matching 
services to needs: Vocational services for substance abusers. Jouimal of 
Substance Abuse Treatment, 9, 3-8. 

Schwartz, R. C., Liddle, II. A., & Breunlin, D. C. (1988). Muddles in 
live supervision. In II. A. Liddle, D. C. Breunlin, & R. C. Schwartz (Eds.), 
Handbook of family thei’apy training and supervision (pp. 183-193). New 
York: Guilford Press. 

Segal, B. (1986). Intervention and prevention of drug taking beha\1or: 
A need for divergent approaches. International Jommal of the Addictions, 21, 
165-173. 

Selekman, M. D., & Todd, T. C. (1990). Major issues from family 
therapy research and theory: Implications for the future. In T. C. Todd & M. 
D. Selekman (Eds.), Family therapy appiaaches with adolescent substance 
abusers (pp. 311-325). Needham Heights, MA: Allyn & Bacon. 

Shapiro, N., Pepper, G., & NBC News (1999). Lords of chaos (G. 
Pepper, Director). In N. Shapiro (Producer), Dateline NBC. New York: NBC 
News. 

Shaver, R, Schwartz, J., lOrson, D., & O’Conner, C. (1987). Emotion 
knowledge: Further exploration of a prototype approach. Journal of 
Pei'sonality and Social Psychology, 52, 1061-1086. 

Shedler, J., & Block, J. (1990). Adolescent drug use and psychological 
health: A longitudinal inquiry. Amencan Psychologist, 45, 612-630. 

Sigel, I. E. (Ed.). (1985). Pai'ental belief systems: The psychological 
consequences for children. Hillsdale, NJ: Lawrence Erlbaum Associates. 

Sigel, I. E., McGillicuddy-DeLisi, A. V, & Goodnow, J. J. (Eds.). 
(1992). Parental belief systems: The psychological consequences for children 
(2nd ed.). Hillsdale, NJ: Lawrence Erlbaum Associates. 





242 



References 



Silverberg, S. B., & Steinberg, L. (1987). Adolescent autonomy, 
parent-adolescent conflict, and parental well-being. Jommal of Youth and 
Adolescence, 16, 293-311. 

Smetana, J. (1988). Concepts of self and social convention: 
Adolescents’ and parents’ reasoning about hypothetical and actual family 
conflicts. In M. Gunnar & W. A. Collins (Eds.), Minnesota symposia on child 
psychology^: Development dming the transition to adolescence (Vol. 21, pp. 
79-122). Hillsdale, NJ: Lawrence Erlbaum Associates. 

Smetana, J. G., Yau, J., & Hanson, S. (1991). Conflict resolution in 
families with adolescents. Journal of Research on Adolescence, 1, 189-206. 

Sroufe, L. A., & Rutter, M. (1984). The domain of developmental 
psychopathology. Child Development, 55, 17-29. 

Sroufe, L. A., Schork, E., Motti, R, Lawroski, N., & LaFreniere, R 
(1984). Role of affect in social competence. In C. E. Izard, J. Kagan, & R. 

B. Zajonc (Eds.), Emotions, cognition, and behavior (pp. 289-319). 
Cambridge, MA: Cambridge University Press. 

Stack, C. B., & Burton, L. M. (1993). Kinscripts. Journal of 
Comparative Family Studies, 24, 157-170. 

Stanton, M. D., & Shadish, W. R. (1997). Outcome, attrition, and 
family-couples treatment for drug abuse: A meta-analysis and review of the 
controlled, comparative studies. Psychological Bulletin, 122, 170-191. 

Stanton, M. D., & Todd, T. C. (1982). The family therapy of drug 
abuse and addiction. New York: Guilford Press. 

Steinberg, L. (1990). Autonomy, conflict, and harmony in the family 
relationship. In S. S. Feldman & G. R. Elliott (Eds.), At the threshold — The 
developing adolescent (pp. 255-276). Cambridge, MA: Harvard University 
Press. 

Steinberg, L. (1991). Adolescent transitions and alcohol and other 
drug use prevention. In E. N. Goplerud (Ed.), Preventing adolescent di'ug 
use: From theory to pi-actice (pp. 13-51). Rockville, MD: U.S. Department of 
Health and Human Services. 

Steinberg, L. D. (1999) . Adolescence (5th ed.). New York: 
McGraw-Hill. 

Steinberg, L., Fletcher, A., & Darling, N. (1994). Parental monitoring 
and peer influences on adolescent substance abuse. Pediatiics, 93, 1-5. 

Steinberg, L., & Le\1ne, A. (1994). You and your adolescent: A 
parent's guide for ages 10-20. New York: Harper & Row. 

Stice, E., & Barrera, M. (1995). A longitudinal examination of the 
reciprocal relations between perceived parenting and adolescent substance 
use and externalization behaviors. Developmental Psychology^, 31, 322-334. 

Strupp, II. II., & Binder, J. L. (1984). Psychotherapy in a new key: A 
guide to timedimited dynamic therapy. New York: Basic Books. 

Substance Abuse and Mental Health Ser\1ces Administration 
(Producer) (1993). Straight talk [Videotape]. (Available from SAMHSA’s 
National Clearinghouse for Alcohol and Drug Information, Rockville, MD.) 

Szapocznik, J., & Kurtines, W. M. (1989). Breakthroughs in family 
therapy with dyng-abusing and problein youth. New York: Springer. 

Szapocznik, J., Rio, A., Murray, E., Cohen, R., Scopetta, M., Rivas- 
Vasquez, A., Hervis, O., Posada, V, & Kurtines, W (1989). Structural family 
versus psychodxmamic child therapy for problematic Hispanic boys. Journal 
of Consulting and Clinical Psychology, 57, 571-578. 



243 




ERIC 



Multidimensional Family Therapy for Adolescent Cannabis Users 



Takanishi, R. (Ed.). (1993). Adolescence [Special issue]. American 
Psychologisty 48. 

Thornberry, T. P. (1996). Empirical support for interactional theory: 
A review of the literature. In J. D. Hawkins (Ed.), Delincfuency and crime: 
Cmrent theoHes (Cambridge Criminology Series, pp. 198-235). New York: 
Cambridge University Press. 

Volk, R. J., Edwards, D. W., Lewis, R. A., & Sprenkle, D. II. (1989). 
Family systems of adolescent substance abusers. Family Relations, 38, 
266-272. 

Vuchinich, S. (1987). Starting and stopping spontaneous family 
conflicts. Jowmal of Marnage and the Family, 49, 591-601. 

Vuchinich, S., Bank, L., & Patterson, G. R. (1992). Parenting, peers, 
and the stability of antisocial behavior in preadolescent males. 
Developmental Psychology, 28, 510-521. 

Wahler, R. G., & Dumas, J. E. (1989). Attentional problems in 
dysfunctional mother-child interactions: An interbehavioral model. 
Psychological Bulletin, 105, 116-130. 

Waldron, II. B. (1997). Adolescent substance abuse and family therapy 
outcome: A review of randomized trials. In T. II. Ollendick & R. J. Prinz 
(Eds.), Advances in clinical child psychology (Vol. 19, pp. 199-234). New 
York: Plenum Press. 

Waltz, J., Addis, M. E., Koerner, K., & Jacobson, N. S. (1993). 

Testing the integrity of a psychotherapy protocol: Assessment of adherence 
and competence. Jomrial of Consulting and Clinical Psychology^, 61, 
620-630. 

Weinberg, N., Rahdert, E., Golliver, J. D., & Glantz, M. D. (1998). 
Adolescent substance abuse: A review of the past 10 years. Journal of the 
Amencan Academy of Child and Adolescent Psychiatry, 37, 252-261. 

Wills, T. A. (1990). Social support and the family. In E. Brenman 
(Ed.), Emotions and the family: For better or for worse (pp. 75-98). 
Hillsdale, NJ: Lawrence Erlbaum Associates. 

Wills, T. A., & Vaughn, R. (1989). Social support and smoking in 
early adolescence. Journal of Behavioral Medicine, 12, 321-339. 

Winters, K. G., Latimer, W. L., & Stinchfield, R. D. (1999). 
Adolescent treatment. In P J. Ott & R. E. Tarter (Eds.), Sourcebook on 
substance abuse: Etiology, epidemiology, assessment, and treatment 
(pp. 350-361). Boston: Allyn & Bacon. 

Wynne, L. G. (1984). The epigenesis of relational systems: A model 
for understanding family development. Family Process, 23, 297-318. 

Youniss, J., & Smollar, J. (1985). Adolescent relations with mothers, 
fathei's, and fidends. Chicago: University of Chicago Press. 




244 



Manuals in the Cannabis Youth Treatment (C\T) Series 



SanipK S., & Kadden, R. Motivational Enhancement Therapy anc/ Cognitive Behavioral 



Volume 1. Rockville, Ml): Center for Substance Abuse Treatment, Substance Abuse and 
Mental Health Scnices Administration. BKD3S4 

Webb, C., vSeudder, M., Karniner, Y., & Kadden, R. The Motivational Enhancement Therapy 
and Cognitive Behavioral Therapy Supplement: 7 Sessions of Cogn itive Behavioral Therapy 
for Adolescent Cannabis Users, Cannabis Youth Treatment (C)T) Series^ Volume 2. Rockville, 
MD: Center for Substance Abuse Treatment, Substance Abuse and Mental Health Seraces 
Admi n is t ra t ion . BKD3 8 5 

Hamilton, N. L., Brantley, L. B., Tims, F. M., Angelovieh, N., & MeDougall, B. Family Supptmt 
Network for Adolescent Cannabis Users^ Cannabis Youth Treatment (OT) Seiies, Volume 3. 
Rockville, MD: Center for Substance Abuse Treatment, Substance Abuse and Mental Health 
Senices Adjuinistration. BKD386 

Godley, S. H., Meyers, R. J., Smith, J. E., Karvinen, T., Titus, J. C., Godley, M. D., Dent, G., 
Passetti, L., & Kelberg, P. The Adolescent Comniunity Reinforcenient Approach for Adolescent 
Cannabis Users ^ Cannabis Youth Treatment (CVP) Series, Volume 4. Rockville, MD: Center 
for Substance Abuse Treatment, Substance Abuse and Mental Health Senices 
Administration. BKD387 

Liddle, U. A. Mriltidimensional Faniily Therapy for .Adolescent Cannabis Users, Cannabis 
Youth Treatment (CYT) Senes, Volume 5. Rockville, MD: Center for Substance Abuse 
Treatment, Substajiee Abuse and Mental Health Senices Administration. BIvD388 

To order copies of this nianujil or any other rnmnials in this series, contact tlie Sul^stance Abuse and Mental 
Health Services Administration's (S.VM MSA’s) National (^learin^^house lor Alcohol and Orut^ Information (NCADI) 
at 800-729-6686, 800-487-4889 (TDD), or www.sainlisa.t^ov/. The manuals ui II be available to download 
electronically from \nsw.sarnhsa.t^ov/esat/csat.h tni/. 




DHHS Publication No. (SMA) 02~~3660 

Substance Abuse and Mental Health Seniees Administration 
Printed 2002 




<><(!»» ’XiaacFX’tt-Vxep hoornwif 



SAMHSA 



9, Atxno i 



245 




U.S. Department of Education 

Office of Educational Research and Improvement (OERI) 
National Library of Education (NLE) 
Educational Resources Information Center (ERIC) 




ERIC 

Eduraliono) Resources Inlormatiofl Ceniei 



NOTICE 



Reproduction Basis 



This document is covered by a signed "Reproduction Release (Blanket)" 
form (on file within the ERIC system), encompassing all or classes of 
documents from its source organization and, therefore, does not require a 
"Specific Document" Release form. 



X 



This document is Federally-funded, or carries its own permission to 
reproduce, or is otherwise in the public domain and, therefore, may be 
reproduced by ERIC without a signed Reproduction Release form (either 
"Specific Document" or "Blanket"). 



O 



EFF-089 (1/2003) 



